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Poliomyelitis, A Review of Current 


William A. Spencer, M.D. 


Poliomyelitis is a common infectious disease 
caused by a filterable virus, unique in that the only 
proved natural host is man. The disease itself is 
unique in that the most common form of the in- 
fection is seldom recognized and the more rare 
paralytic form of the infection has been observed 
for centuries. This obvious recognition of the ex- 
ceptional or paralytic form of the infection has 
given rise to many misconceptions starting with 
the common name, “infantile paralysis,” for in- 
deed, most of the paralytic cases do not occur in 
infancy. 

Our present parameters of knowledge concern- 
ing the nature of the disease delimit the following 
facts: 

(1) The Nature of the Virus: The poliomyeli- 
tis virus is one of the smallest of the known 
viruses. There are many strains of the virus, so 
that the agent may vary from one region to another 
and from one epidemic to another. The virus can 
be stored indefinitely in the frozen state, but can 
be destroyed by heat (65°C. for thirty minutes). 
The virus is pathogenic for man and for primates 
such as the great apes, chimpanzees, and monkeys 
under experimental conditions. 

(2) Epidemiology: Current epidemiological 
thinking has brought to the foreground the very 
From the Southwestern Poliomyelitis Respiratory Center, Jefferson 


Davis Hospital, and the Department of Pediatrics, Baylor University 
College of Medicine, Houston, Texas. 


remarkable fact that the widespread occurrence 
of unrecognized or unmapparent cases may out- 
number obvious paralytic cases by as much as 
100:1 or even 1,000:1. This has been established 
by the isolation of the causative agent from the 
stools of contacts and even non-contacts in sur- 
prising numbers. 

In a recent study in Chicago, virus isolation 
from the stool and statistical analysis indicated 
widespread dissemination of the virus in the 
population, as evaluated by the presence of the 
virus in the feces. Further substantiation of this 
concept of widespread unapparent contact with 
the virus has been found in the demonstration of 
antibodies against certain major groups of the 
virus in the blood of older children and adults. 

It is not clear what proportion of contacts with 
the virus actually represent systemic infection. 

The virus is probably distributed chiefly by 
person-to-person contact, from the oropharynx or 
from the contents of the lower gastrointestinal 
tract. The virus may be spread through sewage 
and water supply and by flies and food because of 
heavy virus contamination of the feces in the first 
two weeks of the disease. 

(3) Incidence and Distribution: The disease 
has a marked summer incidence with a peak occur- 
rence in July, August, and September. Actually, 
winter occurrence is noted in small numbers, es- 
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pecially in temperate zones. Age incidence shows 
world-wide variation and localized changes with 
the passing of each epidemic season. Difference 
of sex distribution is not striking. The trend in 
the United States in the past five years has favored 
increasing incidence of the disease in older age 
groups (over 15 years). Total morbidity in the 
United States in recent years has remained at the 
highest levels recorded, in contrast to a previous 
single peak every five to seven years. 


Tora NUMBER OF DIAGNOSED 
POLIOMYELITIS PATIENTS 
(paralytic and non-paralytic) 


1948 1949 1950 


27,626 42,366 33,344 


United States of America 


The preceding may be summarized: (1) the 
virus is widespread ; (2) there is probably frequent 
contact between man and virus, with ensuing un- 
recognized infections in some instances and with 
development of some form of immunity; (3) the 
high incidence of unapparent infections neutral- 
izes and makes unwarranted the usual attempts 
to prevent spread of the disease in a 
group; (4) extra-human sources of distribution 
of the disease, such as the fly, have been demon- 
strated; (5) the occurrence of clinically observed 
forms of the infection has shown a persistent 
unparalleled increase in recent years; (6) in a 
relatively small number of infected humans, the 
combination of circumstances which tend to con- 
vert a mild, unmapparent infection to a severe 
central nervous system disease is yet to be 
unraveled. 

Once the virus gets into the body and systemic 
infection is established in the central nervous 
system, the outcome for the individual is not pre- 
dictable. However, on a statistical basis, we believe 
that the chance of permanent residual paralysis 
is not uniform. In our experience, approximately 
40 percent of the cases have no permanent 
residual paralysis, and 30 percent have permanent 
residual paralysis of mild character, not productive 
of functional handicap. In the remaining 30 per- 
cent serious residual paralysis will result, and this 
group will include the 5-8 percent of the total 
who will die; this is subject to local and national 
variation but disproves a common belief that, 
once a diagnosis is made, permanent paralysis 
inevitably results, 

The typical central nervous system form of 
poliomyelitis is characterized by widespread, early, 
preparalytic virus invasion of large motor nerve 
cells in the whole axis of the central nervous sys- 


pulation 


tem and in the reticular formation of the brain 
stem. This virus invasion probably first produces 
impairment of function of these cells and ulti- 
mately processes of either death or recovery within 
fourteen to twenty-one days. Impairment of motor 
function results early, from the lack of physiologi- 
cal continuity, and, later, from the lack of anatom- 
ical continuity of the segmental spinal or cranial 
motor reflex arcs. This eliminates the motor nerve 
cell discharge, the source of the basic stimulus for 
the maintenance of striated muscle tone. Impair- 
ment of function of the reticular cells can interfere 
in some unknown way with the central control of 
several vital autonomic functions, such as respira- 
tion and circulation. Depending upon the localiza- 
tion of unusually severe impairment of function, or 
widespread death cf motor nerve cells, and the rel- 
ative proportion of motor nerve cells innervating 
a given muscle bundle, clinical evidence of the 
central disease is manifested by loss of muscle 
tone and failure of higher involuntary or voluntary 
control to affect an appropriate muscle response. 
Thus, one sees the loss of flexive movement of an 
extremity, ineffective swallowing, or incomplete 
contraction of the diaphragm or intercostals in 
the act of respiration. In the most severe forms 
of the disease, vital brain stem involvement may 
produce rapid heart rate, high blooa pressure, 
circulatory collapse, extremely high 
y temperature, ineffective coordination of the 
muscular act of respiration, and changes in mental 
status with confusion, delirium, or coma. Thus 
one can readily perceive that the extent of the 
damage and the degree of its spontaneous re- 
versibility, the locality and magnitude of the death 
or recovery of the infected nerve cells, determines 
the site and the degree of residual paralysis or 
death. This is subject to wide variation and at 
present remains essentially unmodifiable. 
Therefore, the pertinent considerations are: 


(1) Is it possible to prevent the severe form 
of the infection ? 

(2) Is it possible to modify the course of the 
disease once it has produced paralysis ? 

(3) Is it possible to save the life of the patient 
with the most severe infection? 

(4) What can be done to obtain maximal re- 
covery and rehabilitation of the severely 
paralyzed patient? 


The most perplexing fact, in reference to the 
prevention of severe infections, is the enigma of 
unusual susceptibility in certain individuals. This 
is especially true in view of the extensive dis- 
semination of the virus. Oral operations, such as 
tonsillectomy and adenoidectomy, expose nerves 
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directly to the virus and increase the chance of 
contracting the disease during the epidemic season. 
Pregnant women are known to be especially sus- 
ceptible to poliomyelitis. Healthy children, subject 
to unusual exertion or fatigue, are more susceptible 
to the severe disease if they are incubating a polio- 
myelitis virus infection. The significant inference 
is to avoid excessive exertion or fatigue, when 
there is mild illness with vague symptoms, during 
the poliomyelitis season. 

To the second question, is it possible to modify 
the course of the disease once it is established in 
severe form, it is certain that there is no available 
agent which will favorably influence the recovery 
of the nerve cell once it has become infected. The 
very innate resistance of the cell to this damaging 
agent determines the outcome and accounts for 
the great variability in the course of the disease. 
Thus, treatment may be symptomatic, directed 
toward the relief of painful muscle spasm if it 
is present; in the grave situation, anticipatory, so 
that at the optimal time there is effective supple- 
mentation of such a vital function as respiration. 
Early physical therapy is of considerable impor- 
tance in the preservation of remaining muscle, pre- 
vention of deformity, and in the attainment of 
maximal functional recovery by proper positioning 
for comfort, active and passive motion, hydro- 
therapy, assistive exercises, etc. 

The prevention of death requires a team of 
physicians of the various specialties and the in- 
clusion of specialized equipment and therapeutic 
apparatus in a general hospital. This approach 
has resulted in the preservation of a higher per- 
centage of those severely ill patients who would 
ordinarily succumb from failure of respiration. 
The keynote of this approach is the careful, pro- 
gressive, individual analysis of respiratory defects, 
determining the coordinate services of internist or 
pediatrician, otolaryngologist, neurologist, ortho- 
pedist, physiatrist, and physiologist. A develop- 
ment of this type has required the establishment 
of respiratory centers. Through this, it is expected 
that more accurate criteria, more definitive indica- 
tions for effective treatment, will be elaborated 
which will permit maximal prevention of respira- 
tory deaths. 

Large clinical research centers have made ad- 
vances in synthetic respiratory devices, in the 
development of specialized apparatus for analyz- 
ing the breathing defects in a more accurate and 
clinically applicable fashion. 
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It should be cautioned that there are other 
fatal complications of severe poliomyelitis which 
are yet to be fully evaluated and managed in order 
further to diminish mortality. 

The attainment of maximal recovery and reha- 
bilitation of the severely paralyzed patient can 
be accomplished by: 


(1) Active early physical therapy to prevent 
disuse atrophy of remaining muscle tissue 


(2) Prevention of deformities produced by 
unequal muscle pull, contractures, and by total 
inactivity 

(3) Splinting of partially paralyzed extremities 
to prevent contractures, to permit effective action 
of remaining muscles, and to provide stabilizating 
supports for loss of postural musculature 


(4) Encouragement of compensatory develop- 
ment of remaining muscles (especially of value 
in the youngest patients) 

(5) The development of special aids and sup- 
ports to the upper extremities, coupled with the 
development of individual skills of a nature which 
will promote satisfactory occupational pursuits 
for the handicapped 


(6) Careful successive and progressive medical 
supervision of the patient 

(7) Adaptation of the patient's psychological 
attitude to obtain his maximal effort at rehabilita- 
tion commensurate with his individual handicap 
(The potentials in this sphere are rernarkable. ) 


(8) Coordination of hospital and community 
facilities to prepare for the early return of the pa- 
tient to the home environment 


(9) Provision of volunteer services to accom- 
plish special care and sheltered workshops which 
will lead to an occupation and thus accomplish 
maximal adjustment to the individual situation 


In summary, the objectives of understanding the 
natural history of the disease are being accom- 
plished through virus research and epidemiolog- 
ical study. The problems in the medical manage- 
ment of the clinical disease are being approached 
through the coordinate activity of diversified 
specialties and community facilities. Collectively, 
this medical endeavor is harvesting gratifying re- 
sults in a crippling disease for which there is 
neither preventive measure nor completely ade- 
quate treatment. 
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Poliomyelitis 


Speech Defects Resulting 


Elizabeth Zausmer 


It has often been stated that patients afflicted 
with bulbar poliomyelitis either recover completely 
or succumb as a result of the severe involvement 
of the bulbar area of the cord. This statement is 
probably still true of the patient with involvement 
of the medullary centers which control respiration 
and circulation, but it does' not pertain to those 
patients who have cranial nerve involvement. Al- 
though the majority of deaths in poliomyelitis 
epidemics is still due to the bulbar form of this 
disease, there has been a considerable reduction 
in its mortality rate. Many patients who are suf- 
fering from cranial nerve involvement, and who 
would have died in the past, now survive with 
residual involvement of cranial nerves. These pa- 
tients show a great variety and many combinations 
of symptoms. This discussion, however, will be 
concerned only with the involvement of the nerves 
controlling the mechanisms of mastication, swal- 
lowing, and speech; that is, the fifth, seventh, 
ninth, tenth, and twelfth nerves. 

Fifth (Trigeminal) Nerve: Involvement of the 
motor division results in paralysis of the muscles 
controlling jaw movements (temporal, masseter, 
pterygoids); this may cause disturbances in chew- 
ing and mastication. In unilateral lesions the jaw 
may deviate to the paralyzed side, and thus cause 
difficulty in proper enunciation. This, however, 
is rarely seen in poliomyelitis. 

Seventh (Facial) Nerve: Paralysis of the facial 
nerve is fairly frequent in bulbar poliomyelitis. 
The paralysis may involve the upper or the lower 
or both parts of the face and, accordingly, affect 
different facial muscles engaged in processes of 
mastication and speech. The patient cannot whistle 
or blow out his cheeks. Food collects between 
cheek and jaw. This lack of control of lips and 
cheeks also prevents him from correctly producing 
the sounds p, b, t, d, ch, j, and g, which are known 
as the “plosive’’ sounds. 

Ninth (Glossopharyngeal) Nerve: Paralysis of 
this nerve occurs concomitantly with the tenth 
nerve; it contributes to difficulties in swallowing. 


Physical Therapy Department, The Children’s Medical Center, 
Boston, Mass. 
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Tenth (Vagus) Nerve: This nerve supplies the 
organs of voice and respiration. 

Unilateral paralysis causes weakness of the soft 
palate, pharynx, and larynx. The act of swallowing 
calls for perfect innervation of soft palate, faucial 
pillars, vocal cords, elevators of the larynx, and 
depressors of the epiglottis. Difficulties in swal- 
lowing are demonstrated by regurgitation of food 
through the nose, accumulation of food or fluid in 
the pharynx, and cough due to faulty function of 
the mechanism closing the larynx. There will be ex- 
cessive accumulation of saliva in the throat, be- 
cause of the inability to swallow fluids, and the 
patient may literally choke in his own secretions. 

Changes in the voice, such as hoarseness, nasal- 
ity, Or progressive weakness or difficulty in speech 
are due to involvement of the vagus nerve. They 
are early symptoms of bulbar poliomyelitis and 
should be interpreted as danger signals pointing 
to obstruction of the airways. 

Complete bilateral paralysis of the vagus nerve 
is almost always fatal. There is complete paralysis 
of the pharynx, rendering both vocal cords motion- 
less in a halfway position between abduction and 
adduction. The glottis cannot close, the patient 
can neither speak nor breathe. This leads to suf- 
focation, unless a tracheotomy is performed. 

Twelfth (Hypoglossai) Nerve: This nerve sup- 
plies the muscles of the tongue. In unilateral paral- 
ysis the protruded tongue deviates to the paralyzed 
side, causing slight impairment of mastication. 
Bilateral paralysis results in inability to protrude 
the tongue at all. 

Frequently, it will be found that difficulties in 
swallowing, regurgitation of food, and pooling of 
saliva have ceased but speech has not readjusted 
itself to its former normal function. It is generally 
thought that the act of swallowing, based on a 
more primitive function of the nervous system, 
will recover more spontaneously than the infinitely 
more complicated and more highly developed vol- 
untary function of speech. It has also been ob- 
served that while there may be almost complete 
paralysis of the soft palate and associated inability 
to move the palate in speaking, the reflex activities 
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of swallowing, laughing, etc., frequently may be 
impaired only partially or not at all. 

Because the speech mechanism is so complex 
and highly developed it has to be given special 
consideration in the general reeducation program 
which follows an attack of bulbar poliomyelitis. 
It is a regrettable fact, however, that speech defi- 
ciencies resulting from this form of poliomyelitis 
have received much less attention from medical 
personnel than other phases of the disease. This 
accounts for the fact that medical literature con- 
tains very little information for the physical thera- 
pist on that subject. This paper, therefore, tries 
to summarize a few methods and several sugges- 
tions found in the general literature of speech 
therapy which may be applicable to this particular 
problem. 


Nasality of the Voice 


In normal speech the production of the majority 
of sounds requires closure of the posterior pharynx 
to interrupt the passage of air between the mouth 
and the nasal airway; only in the production of the 
nasal sounds—m, n, and ng—the soft palate is 
not raised against the pharyngeal wall. It is appar- 
ent that, when weakness of the soft palate occcurs 
in bulbar poliomyelitis, escape of air through the 
nose will cause a nasal quality of all sounds. The 
seriousness of this impediment can range from a 
slight twang (which may have existed before the 
onset of poliomyelitis) to so much nasality in the 
formation of all sounds that speech may become 
incomprehensible. The patient, in order to over- 
come the embarrassment caused by his speech 
difficulty, hurries on with what he has to say, pro- 
nouncing all vowels and consonants nasally, slur- 
ring and swallowing the words until sentences 
merge into a mass of unintelligible sounds. 

In order to make the soft palate more pliable 
and movable, several types of blowing exercises 
are suggested, such as: 


blowing a penny whistle or flute; 

humming and blowing on a comb covered with 
tissue paper; 

blowing up balloons; 

blowing on paper boats set on a bowl of water; 

blowing a ping pong ball or a feather on a 
table with a smooth surface, or a ping pong 
ball on a bowl of water (this can be played 
with a paper straw or a stick of macaroni). 


Blowing soap bubbles has been widely used to 
teach a child how to direct the air stream through 
the mouth instead of through the nose, or through 
the nose or the mouth af will. 
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All authorities agree that it is most important 
that the patient realize the difference between the 
nasal and non-nasal sound. W. Kingdon Ward 
suggests the following series of exercises: “Let 
the _— (a) close the lips and sniff fairly 
rapidly several times in and out through the nose; 
(b) pinch the nose between finger and thumb, 
and meanwhile draw the breath quickly in arid out 
through nearly closed lips; (c) the same as (b), 
at intervals loosing the hold on the nostrils 
and immediately resuming it. The breath, being 
strongly directed through the lips, hardly has time 
to return to the wrong direction. The intervals of 
letting go can gradually be lengthened. The three 
parts of this exercise should be alternated. Keep- 
ing the lips close together in (b) gives the sensa- 
tion of breath on the lips, so that the patient is 
conscious of its egress in that way far more than 
if the mouth were quite open. The alternation im- 
presses on him the difference of sensation between 
breath emitted through the nose and that emitted 
through the lips, and thus helps the required 
mode of emission.” 

Berry and Eisenson suggest the pronunciation of 
the word “father” alternately nasally and non- 
nasally while watching the velar movement in a 
mirror. Yawning with open lips while observing 
the rising of the palate is another aid in the 
kinesthetic approach to soft palate work. Alter- 
nately pinching and releasing the nostrils while 
saying a sentence containing only non-nasal sounds 
(e.g., “She waited a week for a reply to her 
letter.””), and holding a mirror horizontaliy under 
the nose, help in determining whether velar 
closure is improving. As long as the mirror still 
clouds, the closure is not yet perfect. It is advis- 
able to start practicing on single vowels (partic- 
ularly on those sounds which are least likely to be 
nasalized) and to progress to whole sentences only 
later. 

Some clinicians believe that raising the voice 
results in a more effective velar closure; other 
authorities disagree on that point. 

Most speech therapists seem to believe that 
since the consonants generally show greater dis- 
tortion than the vowels, training should start with 
them. However, production of the sound, “ah,” 
necessitates maximum opening of the throat and 
should be used early, for awareness of the lift- 
ing of the soft palate, either kinesthetically or 
visually by use of a mirror. The sounds 
“u’’ normally have a higher degree of nasality and 
the more intensive use of these sounds may have 
to be postponed until better control of the palate 
has been obtained. 
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“Plosive” Sounds 

The patient with a weak or non-closing soft 
palate has difficulty in building up enough intra- 
oral pressure to produce the plosive sounds (p, b, 
t, d, ch, j, g). The air stream necessary to pro- 
nounce “'s” and “z” also escapes through the nose 
instead of through the mouth. There are two 
reasons for this deficiency: weakness of the soft 
palate and resulting nonclosure allowing escape of 
air through the nose; or inability to blow up the 
cheeks due to the weakness of the orbicular lip 
muscles, with the air escaping there. A simple 
test consists in having the patient blow up his 
cheeks while alternately pinching and releasing his 
nostrils. If the cheeks flatten and the air escapes 
through the nose when the grip is released, weak- 
ness of the soft palate exists. If the patient is 
unable to blow up his cheeks, despite pinching his 
nostrils, it may be assumed that the lips cannot be 
closed tightly enough and that air escapes between 
them. 

Backus states that the most important goal in 
obtaining a proper plosive sound is “first to obtain 
action of the back of the tongue and, second, at 
the same time, to inhibit action of the tip of the 
tongue. Often this can be achieved by merely 
having the child imitate the teacher, e.g., she 
(the teacher) makes the “k” sound several times 
and then asks him to repeat it. If so simple a 
method does not work, the general idea of back 
placement may be caught by having him produce a 
slight cough several times. The teacher may ask 
the child to place the tongue firmly down below 
the lower teeth and to hold it there while he 
tries to imitate her in making the sound. If the 
tongue tip persists in flying up, it may even be 
held down with a tongue depressor until the 
child is able to inhibit such action voluntarily. . . .” 


Consonants 


Nemoy offers excellent material on the correc- 
tion of defective consonant sounds. Each conso- 
nant is discussed in detail, starting with an analysis 
of lip formation, description of components in- 
volved in the formation of each sound, combina- 
tions with other sounds, errors in production, and 
detailed suggestions for their correction. There is 
a voluminous section on drills and practice material 
which should be a most valuable help in providing 
analysis and teaching material for almost any 
speech defect. 

All speech exercises and training procedures— 
such as breathing and blowing exercises, produc- 
tion of isolated sounds, practice of syllables, 
words, and sentences —are, however, only prepara- 
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tory stages for the attainment of the final goal: 
correct everyday speech. All authorities stress the 
point of view that the degree of accomplishment 
which the child reaches in a clinical or training 
situation does not necessarily reflect the amount 
of carry-over value into his daily activities. The 
following suggestions by Ainsworth illustrate the 
complexity of the problem and may be helpful 
in solving it: 

“In making (the child) want to change, the 
clinician must first make certain that he (the 
child) does realize the difference between the cor- 
rect and incorrect production, not just in the sense 
that there is a mechanical difference, but in rela- 
tion to the larger implications of how they sound 
and what undesirable effects the wrong produc- 
tion has on his speech. In other words, it must 
become a difference which makes a difference. 

“Then the clinician must be certain that the 
child has been assigned a task which can be ac- 
complished. Many times, the teacher gives an 
assignment in such a way that it cannot be success- 
fully completed. When the child has been taught 
to check himself in the clinic situation and can do 
so reliably, then he is ready for outside assign- 
ments. In the author's opinion, there is only one 
reliable, psychologically sound way to arrange 
these. The child must be told to use the correct 
sound for a short period of time, a minute or two, 
or even just one sentence. Futhermore, the sound 
must be associated with routine activities so that 
practice will not be forgotten. Then there should 
be a gradual increase of the length and frequency 
of these specific periods. All assignments should 
follow the same pattern—correct use for a short 
specific period—associated with other routine ac- 
tivities of the day so that they will not be for- 
gotten. During the short periods, the child must 
concentrate on getting the particular sound correct 
every time it occurs. Then, during the rest of the 
day, it may be forgotten. . . . After the initial, 
brief ‘practice’ carry-over periods, some excellent 
routine activities with which to associate correct 
usage are oral reading periods, specific daily 
class sessions in school, meal times, et cetera. Gen- 
eral recreation periods should be the last to be in- 
cluded in the ‘correct usage’ time. . . .” 

It becomes obvious that even though bulbar po- 
liomyelitis may seem less crippling than the other 
forms of this disease, bulbar poliomyelitis, too, 
requires intensive reeducational work if the patient 
is to be completely rehabilitated. This is the more 
important since speech is one of the chief com- 
ponents of our personality; the patient's psycho- 
logical recovery will not be complete unless he 
regains his normal means of expression. 
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Summary 


1. The impact of paralysis of the cranial nerve 
nuclei group in bulbar poliomyelitis is de- 
scribed ; the effect on the mechanism of speech 
is discussed. 

2. Weakness of the soft palate is frequently 
found as a result of bulbar poliomyelitis and 
brings about a nasal quality of the voice. 

3. A summary of suggestions on the correction of 
nasality is given. 

4. Reasons for the production of defective “plo- 
sive’ sounds as a consequence of bulbar polio- 
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myelitis are cited; literature and material for 
reeducational work are given. 


5. The importance of achieving a carry-over into 
daily activities is stressed. 
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A Modification of the Standard Wet Pach 


Leon L. Rackow, M.D., and Zachary Taylor 


This report describes a modification of the wet 
pack procedure which has been used by one of 
us (Z.T.) over many years and which, during the 

ast five years, has been in daily use in our hos- 
pital. With this procedure a considerable amount 
of work simplification and saving of personnel 
hours is made because it eliminates the necessity 
of unfolding and refolding wet sheets. There is 
improvement in sanitation because a dry sheet is 
used between the outer blankets and the packing 
wet sheets and, since the hands and feet do not 
come in contact with wet sheets, the spread of 
fungus infection is minimized. The hands and feet 
are not included in the snug wrapping of the wet 
pack, and there is considerable freedom of move- 
ment at the wrist and ankle joints, leaving the pa- 


Chief, Continued Treatment Service, V.A. Hospital, Montrose, N. Y. 
Chief. Physical Therapy, V.A. Hospital, Tuscaloosa, Ala. 
Reviewed in the Veterans Administration and published with the 
approval of the Chief Medical Director. The statements and conclu- 
sions published by the authors are the result of their own study 
and do not necessarily reflect the opinion or policy of the Veterans 
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tient with a sense of freedom from constraint and 
enhancing the effectiveness of the procedure. 
Since the fingers and toes are not in contact 
with the wet sheet, wrinkling and shrinking of 
the toes and fingers is minimized. There is always 
sufficient blanket to cover the shoulders, even of 
very tall patients, to prevent any pulmonary com- 


Fig. 1. Preparation of Bed. 
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plications since at a point between the clavicle and 
scapula the apex of the lungs is close to the sur- 
face of the body.* 


Preparation of Bed 


Place first blanket lengthwise on bed with lower 
edge touching floor at foot of bed and second 
blanket crosswise on upper part of bed folded 
over about four inches from head of bed. If addi- 
tional length of blanket is needed for exceptionally 
tall patients this may be unfolded and drawn over 
patient's shoulders so that they are completely 
covered. A bath towel should be placed over this 
head blanket and tucked under the upper edge 
a little. This keeps the woolen blanket from direct 
contact with patient's face and neck and makes 
a more comfortable pack. It may also be used as 
supplementary cephalic cold by keeping it soaked 
in ice water, if the patient's pulse has remained 
high or he is hyperactive. A dry sheet is opened 
and placed lengthwise and centered on the bed. 
Three large sheets are thoroughly soaked in tap 
water at prescribed temperature and wrung out. 
These sheets are still folded as they come from 
the laundry. Unfold all sheets lengthwise until 
they are extended full length but remain folded 
four thicknesses; no refolding is necessary. 

Roll all sheets to required length. Place first 
arm sheet on bed so that top edge of sheet will 
reach to top of patient's shoulders and loose end 
overhangs edge of bed about one inch; rolled end 
is turned downward and placed near other edge 
of bed. Place second arm sheet about one to two 
inches lower on bed than first arm sheet with loose 
end coming just to edge of bed, the roll turned 
upward, and placed on top of other roll. This sheet 
will reach just to the patient's wrists. Place leg 
sheet on bed so that the loose end comes just 
to edge of bed and rolled end is turned downward 
on same side of bed as the rolled ends of arm 
sheets. In this way all of the rolled ends are on 
the same side of bed and patient enters the bed 
from the opposite side, lessening the chances of 
disturbing the rolls. The first aide works from the 
side of the bed with the rolled ends of the sheets. 
(See Figure 1.) 


Procedure 


(a) The first aide raises patient's arm on side 
of rolled sheets, drawing sheet between arm and 
body. Second aide draws patient on side facing 
him. First aide pulls arm sheet snugly around arm, 
smoothing it over patient's back. Patient is re- 


*Wright. R. 
Boston, 1940, 
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turned to reclining position. First aide reaches 
across bed grasping short end of sheet with one 
hand and patient's wrist with the other hand, 
rolling patient on side toward himself. Second 
aide places rolled end of sheet between body and 
arm. First aide lowers arm and second aide pulls 
arm sheet snugly around arm, smoothing it over 
patient's back. Patient is returned to reclining po- 
sition. Second aide lifts patient slightly while the 
first aide pulls sheet out from under patient. This 
leaves one end of sheet on each side of patient 
which may be grasped by the two aides to draw 
— arms to side of his body in case he has 

Nn resistive or pack is too loose. 

(b) The second arm sheet is now wrapped 
around body, both aides turning patient from side 
to side as necessary, carefully unrolling and pulling 
sheet smoothly over patient's body, leaving no 
wrinkles. This sheet reaches from top of patient's 
shoulders downward. 


(c) First aide draws loose end of leg sheet 
over patient's leg and under the other leg and 
second aide holds up patient's feet while the first 
aide wraps the remainder of the sheet around 
patient's legs. 

(d) First aide draws dry sheet snugly over 
patient's shoulder, squaring at the shoulders; sec- 
ond aide folds bottom part of sheet up over the 
patient's legs and feet and first aide now continues 
with other shoulder, drawing sheet snugly and 
squaring at the shoulder as before, while second 
aide continues enveloping patient's legs with rest 
of sheet. 

(e) First aide squares one side of blanket over 
shoulder, carries it across chest to opposite shoul- 
der, folding the remainder of blanket under the 
patient, then squares blanket over opposite shoul- 
der in the same manner. Second aide folds end 
of blanket over patient's feet towards the knees, 
squaring one side and folding over legs; the op- 
posite side of the blanket is drawn diagonally over 
the ankle toward the knees so that the top fold 
misses the patient's feet and wraps around pa- 
tient’s legs. Thus the heavy weight of four folds 
of blanket does not rest on patient's toes. 


Summary 


A modification of the standard wet pack is 
described which has several advantages over that 
usually employed. This procedure is more accept- 
able to the patient, causes less resistance to the 
treatment, and seems to be more effective. The 
sanitary aspect is greatly increased and there is 
considerable work simplification and saving of 
personnel hours. 
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A Comparison of Chronarie and Manual 
Muscle Testing of Muscles Affected by 


Poliomyelitis 


Roxie Morris, M.A. 


The purpose of this study was to make a com- 
parison between the manual and the chronaxie 
methods of muscle testing to determine: 1. what 
correlation, if any, exists between manual and 
chronaxie muscle testing; 2. if the chronaxie read- 
ing differs for muscles which function against 
gravity and those muscles which function only if 
gravity is eliminated; 3. whether one method of 
testing can be used to predict results that might 
be obtained by the other method of testing. 

Muscles were tested both manually and elec- 
trically on sixteen patients who had varying de- 
grees of functional loss of muscle power due to 
anterior poliomyelitis. Male and female patients 
in the subacute and chronic phases of the disease 
were chosen. The ages of the patients varied from 
eleven to forty years. In the series of subjects 
which were made available for testing there was 
more lower extremity involvement, therefore the 
leg was chosen as the testing area. Due to the 
time involved, only a limited area of the body 
could be tested. The muscles tested in each patient 
were the lateral and medial heads of the gastroc- 
nemius, anterior tibial, peroneus longus, peroneus 
brevis, and extensor digitorum longus. 


Methods 


Manual Testing. The Legg and Merrill method 
of manual testing which employs gravity and man- 
ual pressure as resistance was used. The ability of 
the muscle to function was recorded as follows: 

A. Muscles which function against gravity 

1. Normal (N), can overcome a greater 
amount of resistance than a “good” 
muscle 

2. Good (G), can raise a part against out- 
side resistance as well as gravity 


Fellow of the Baruch Committee on Physical Medicine. 

(This work was done in cooperation with a research program carried 
on by Dr. Irving Rehman, Associate Professor in the Medical School 
Anatomy Department of the University of Southern California, under 
the sponsorship of the Baruch Committee on Physical Medicine.) 


3. Fair (F), can raise a part against gravity 
. Muscles which function if gravity is elim- 
inated and friction minimized 
1. Poor (P), produces movement with grav- 
ity eliminated but cannot function against 
gravity 
. Muscles which cause no movement and are 
tested by palpation. 
1. Trace (Tr), muscle can be felt to tighten 
but cannot produce movement 
2. Gone (QO), no contraction felt 


On the basis of the manual testing methods 
patients were positioned so that the proper test 
movement could be performed against gravity or 
with gravity eliminated. In some cases of severe 
paralysis the test positions had to be modified to 
accommodate the ability of the patient. 

Electrical Testing. A machine, the Galconotron,* 
equipped to produce an automatically interrupted 
galvanic current and to charge and discharge con- 
densers, was used in determining the muscle chro- 
naxie. The galvanic current was interrupted at in- 
finite intervals in comparison to muscle contrac- 
tion time. The time of the discharge of each con- 
denser is indicated on the dial of the machine. 

At the beginning of the chronaxie testing the 
machine was set on galvanic current with the 
voltage at zero. A three-by-one-inch pad electrode 
connected to the positive pole was moistened with 
saline solution and against the skin 
opposite the belly of the muscle which was being 
tested. A pointer electrode connected to the nega- 
tive pole was moistened and placed on the muscle 
belly. As the voltage was gradually increased and 
the pointer was rolled over the muscle, a contrac- 
tion was produced. The point at which the best 
contraction was elicited was considered the motor 
point of the muscle and was marked with skin 
pencil. The same procedure was followed to find 


*Machine developed by Dr. Rehman for neuromuscular testing in a 
program concerned with poliomyelitis. 
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TABLE I 


MANUAL GRADING DISTRIBUTION FOR EACH MusCLE TESTED 


MANUAL GRADES 


Good 


Muscles 


Normal 


Apparently 


Fair Poor Trace Zero Total 


Medial Gastrocnemius 
Lateral Gastrocnemius 
Anterior Tibial 
Peroneus Longus 
Extensor Digitorum Longus 
Extensor Hallucis Longus 
Peroneus Brevis 

TOTAL 


6 35 
34 
33 
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and mark the motor point of the corresponding 
muscle on the opposite leg. 

After the motor point was determined the 
pointer electrode was placed on the marked area 
and a contraction was again produced. The con- 
traction was reduced to minimum and the voltage 
used was recorded as the rheobase of the muscle. 
Without moving the pointer, condenser current 
was switched on and the voltage was increased to 
double that of the rheobase. Condensers of in- 
creasing time values were opened until a contrac- 
tion was produced. When a contraction of the 
same strength as that of the rheobase was seen, 
the condenser discharge time was noted. This time 
was recorded in sigmas (.001 of a second) as the 
chronaxie of the muscle. This procedure was used 
i determining the rheobase and chronaxie of the 
same muscle on the opposite leg. 

General Testing Procedure. All testing on one 
patient was done in one test period with neces- 
sary rest periods allowed. This was done because 
of the possibility of changes in muscle power 
over a period of time. The muscles of both legs 
were tested manually and rechecked. After a thirty- 
minute rest period the electrical testing was done 
on the same muscles. The testing area was warmed 
prior to testing by means of hot packs. 


Summation of Data 


Manual Gradings. The 224 muscles were dis- 
tributed in the manual classifications as follows: 
normal, 75; good, 48; fair, 30; poor, 18; trace, 
19; and apparently zero, 34. The normal, good, 
and fair muscles, those which could function 
against gravity, totalled 153. The muscles which 
could not function unless gravity was eliminated 


totalled 71. Table I shows the distribution of each 
individual muscle according to grade. 

Chronaxie Readings. The chronaxie readings 
ranged from .1 sigma to 16 sigmas. The muscles 
which tested ‘‘normal’’ by manual method showed 
a chronaxie range of .1 sigma to 1.0 sigma. The 
average sigma reading for the normal muscles was 
545 sigma. Muscles which tested “good” man- 
ually ranged from .2 sigma to 1.0 sigma, and the 
average was .667 sigma. The range for the “fair” 
classification was .3 sigma to 1.0 sigma, and the 
average was .841 sigma. 

The muscles in the “poor” manual classification 
ranged from 2.0 to 6.0 sigmas, and the average 
reading was 3.914 sigmas. The range for the 
“trace” muscles was 4.0 to 16.0. sigmas, and the 
average reading was 9.085 sigmas. Twenty-nine of 
the muscles which showed no response manually 
ranged in chronaxie reading from 6.0 to 16.0 
sigmas. It was impossible to get a chronaxie read- 
ing for five of these muscles because of the pain 
caused by higher voltage. The average chronaxie 
for this classification was 12.528 sigmas. Manual 
gradings were distributed according to sigma read- 
ing. (See Table 11.) Table Il] shows the average 
sigma reading for each individual muscle. 

The sigma reading was charted against the man- 
ual grade for each muscle to show the relationship 
which existed. (See Figures 1 to 7.) 


Discussion, Conclusions, and Summary 


Discussion of Findings. The chronaxie readings 
for normal, good, and fair did not appear to differ 
significantly. There was considerabie overlap in 
the range of chronaxie reading. Normal muscles 
gave as short as .1; good, .2; and fair, .3 sigma 
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TABLE II 


DISTRIBUTION OF MANUAL GRADINGS ACCORDING TO CHRONAXIE SIGMA READINGS 


MANUAL GRADES 


Chronaxie 


Readings Normal Good 


Apparently 


Fair Poor Zero 


No Reaction . 
16.0 

8.0 

6.0 

4.0 

3.0 

2.0 

1.0 


5 
16 
13 


for their chronaxie readings. All three grades had 
readings as high as 1.0 sigma. The fair muscle 
gtade had more high sigma readings than either 
the good or the normal, and the good grade had 
more high readings than the normal. (See Table 
11.) When the sigma readings were averaged, the 
chronaxie for good was higher than for normal 
muscles and that for fair was higher than the 
average for good. (See Table III.) Thus, where 
the range did not show a definite chronaxie for 


each manual muscle grade, the average chronaxie 
for each grade tended to show that as muscle 
strength decreased the chronaxie increased. These 
three manual grades (normal, good, and fair) 
had a chronaxie of 1.0 sigma or less, which is con- 
sidered a non-pathological chronaxie reading. 
There was a sharp distinction in the chronaxie 
reading between muscles which function against 
gravity and muscles which function only when 
gravity is eliminated. There was also a more 


TABLE III 
AVERAGE SIGMA READINGS 


Muscles Normal Good 


Fair 


Anterior Tibial 
Peroneus Longus 
Extensor Digitorum Longus 
Extensor Hallucis Longus 
Lateral Gastrocnemius 
Medial Gastrocnemius 
Peroneus Brevis 

AVERAGE 


| 
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4 
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16 16 15 
6 32 19 7 ae 
21 7 1 
Tora. 75 48 30 18 19 34 af 
| 
| 
Poor Trace Zero 
48 60 80 6.00 8.00 12.70 a 

61 68 80 2.00 10.00 16.00 . 
67 75 96 4.00 12.00 13.30 Bo. 
53 70 90 3.00 10.60 13.30 
AS 61 73 5.00 8.00 9.60 a 
48 67 88 5.40 8.00 10.80 a 
60 66 82 2.00 7.00 12.00 
545 667 841 3.914 9.085 12.528 
“ae 
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Fig. 1. Anterior Tibial 


Fig. 2. Peroneus Longus. 


Fig. 3. Peroneus Brevis. 


Comparison of Chronaxie Readings and Manual Grades. 


marked difference between the individual grades— 
poor, trace, and zero. This difference was great 
enough to make it of possible significance for di- 
agnostic purposes. Poor muscles showed as low 
as 2.0; trace, 4.0; and zero, 8.0 sigmas for their 
chronaxie readings. There were more high read- 
ings in the zero grade than in the trace or poor 
grades and more high sigma readings in the trace 
than in the poor classification. (See Table Il.) 
In the group of muscles which was unable to 
function unless gravity was eliminated, as the 


muscle decreased in strength the range of chro- 
naxie reading increased. The average chronaxic 
reading for each muscle showed trace to be higher 
than poor, and zero muscles to have a higher 


,chronaxie than trace muscles. (See Table Ill.) 


The muscles in this general classification in which 
gravity had to be eliminated showed a chronaxie 
reading of more than 1.0 sigma in every case. 
Muscles with a chronaxie reading of more than 
1.0 sigma are considered pathological. In this 
group, as in the group tested with gravity, a 


Fig. 4. Extensor Digitorum Longus. 


Fig. 5. Extensor Hallucis Longus. Fig. 6. Medial Head, Gastrocnemius. 


Comparison of Chronaxie Readings and Manual Grades. 
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Fig. 7. 


Comparison 
Testing— 
Lateral Head, 


Gastrocnemius 


definite chronaxie for each manual grade was not 
shown. 

Conclusions. This group of muscles affected by 
poliomyelitis ranged, by manual testing, from zero 
to normal, and by chronaxie testing from .1 sigma 
to 16 sigmas. A definite sigma chronaxie reading 
was now shown for each manual grade. However, 
in considering the range of chronaxie readings for 
each manual grade, the lowest sigma reading in- 
creased with decrease in strength as shown by the 
manual grade (normal range, .1 to 1.0 sigma; 
good range, .2 to 1.0 sigma; and fair, .3 to 1.0 
sigma). The average sigma reading for each man- 
ual grade increased as strength decreased. 

This study showed that each muscle with nor- 
mal, good, or fair manual power had a chronaxie 
of 1.0 sigma or less, and that each muscle of poor, 
trace, or zero manual power had a chronaxie of 
more than 1.0 sigma. Thus, it was concluded that 
muscles affected by poliomyelitis which could work 
against gravity (normal, good, and fair) showed 
no pathological change by the chronaxie test. 
Those muscles which could not function un- 
less gravity was eliminated showed pathological 
changes by their chronaxie readings. Therefore, 


THE PuysicaAL THERAPY REVIEW 


271 


muscles which work against gravity can be ex- 
pected to show a non-pathological chronaxie read- 
ing (less than 1.0 sigma). Those muscles which 
work only if gravity is eliminated can be expected 
to show a pathological chronaxie (over 1.0 sigma). 


Summary. The findings of this study indicated 
that: 1. A definite relationship exists between the 
chronaxie readings and the two gross divisions of 
the manual grades—muscles which function against 
gravity and those which function only if gravity 
is eliminated. 2. Muscles testing normal, good, 
and fair have a chronaxie reading of 1.0 sigma 
or less. 3. Muscles testing poor, trace, and zero 
have a chronaxie reading of more than 1.0 sigma. 
4. A definite chronaxie cannot be predicted for 
each manual grade or a manual grade for each 
sigma reading; a prediction can be made only for 
the gross divisions. 5. Muscles which show no 
pathological changes by chronaxie test have vary- 
ing degrees of strength, but all of these muscles 
function against gravity. 6. Muscles which show 
pathological changes by chronaxie test have vary- 
ing degrees of strength, but all of these muscles 
function against gravity. 7. Muscles which show 
no power at all manually respond to the electrical 
current and in most cases have a high chronaxie 
reading. 

Fuller details of certain parts of this study are 
available in the thesis of Morris for the degree 
of Master of Arts at the University of Southern 
California. 

(The author wishes to acknowledge with thanks the 


assistance of Miss Charlotte W. Anderson, Dr. Eleanor 
Metheny, and Dr. Irving Rehman.) 
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Poliomyelitis Wytheville and 


Southwest Virginia 


Summer of 1950 


Kathryn Wheeler and Clarice Spindle 


On a warm night in July, 1950, the baseball 
game on Wither's Field paused for a moment 
while the announcer explained the absence of one 
of the players. The second baseman had taken his 
little son to Memorial and Crippled Children’s 
Hospital in Roanoke. The town of Wytheville 
soon learned that little Johnnie had infantile 
paralysis. 

Johnnie was the first polio patient that Wythe- 
ville had had for months, but, before the month 
of July was over, 40 patients had been hospitalized 
in Roanoke and 37 had returned to their homes 
for home-care treatment and follow-up. Because 
of the scarcity of hospital beds and the rapid in- 
crease in the number of cases, the physicians in 
charge of the poliomyelitis wards, the local health 
departments, and the Bureau of Crippled Children 
decided to arrange an intensive home-care pro- 
gram. This was done in order that patients might 
be discharged from the hospital quickly, making 
room for the new cases. 

From the beginning of the epidemic the public 
health nursing staff and the physical therapist on 
duty in the Wythe County area concentrated their 
time and effort upon the care of these patients. As 
the weeks and months advanced, the patient load 
increased. At the end of August there were 124 
patients in the Wythe area and 97 in the surround- 
ing counties. By November 1st when the figures 
were highest, there were 153 in the Wythe area 
and 187 in the surrounding counties. 

During this time assistance had come from many 
sources. The Virginia State Department of Health 
provided immediate public health nursing and 
physical therapy service and supervision. Public 
health nurses from surrounding counties were as- 
Physical Therapy Consultant, southwest area of Va. 

Advisory Nurse, Va. State Dept. of Health, Southwest District. 


signed to the Wytheville area, and physical thera- 
pists recruited by the American Physical Therapy 
Association and financed by the National Founda- 
tion for Infantile Paralysis were placed on the 
State Health Department staff. Necessary equip- 
ment for ‘home service was furnished by the local 
chapter of the National Foundation for Infantile 
Paralysis. Successful coordination of local, state, 
and national services was the result of a careful 
pre-planning program started in Virginia in May, 
1949. 

The working relationship of the public health 
nurses and physical therapists was excellent. The 
home treatment program was considered no im- 
possibility and was accepted cheerfully and with- 
out fear. For the past two years, through confer- 
ences, institutes, study groups, and daily field 
experience, the public health nurses had been 
taught that epidemics of poliomyelitis would prob- 
ably occur, that they would not be alone in their 
responsibility, and that physical therapy was an 
inherent part of the program of service for these 
patients. The physical therapy treatment program 
would have been very difficult to administer in a 
rural area if there had not been this preparedness 
and understanding of working as a part of the 
heaith service. 

During the epidemic, each day's work was be- 
gun with a conference in which each patient's 
treatment and progress was discussed. At best, pa- 
tients were assigned to nurses and physical thera- 
pists from a wall chart. However, when the 
patient load increased, a calendar file became nec- 
essary and was used successfully. With the con- 
valescence of the patient, the physical therapist's 
home visits became more frequent and the nurse 
spent more time with the new arrivals from the 
hospital (giving hot packs and instructing the 
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mothers in bedside care). The local health office 
was kept open over the week-ends in order to 
receive calls, and when necessary the nurses and 
physical therapists worked seven days a week. 

As soon as a child was to be discharged from 
the hospital, the local health office was notified 
and the public health nurse made a call at the 
home. Each child was provided with a separate 
bed, bed board, foot board, and blocks to keep 
the mattress away from the foot board. If the 
family could not provide these, help was given. 
The local radio station was most generous in 
broadcasting requests for help, and, if needs were 
not filled, supplies were purchased by the local 
chapter of the National Foundation for Infantile 
Paralysis. 

General instructions in the nursing care of the 
child were given to the mother. As each patient 
was discharged from the hospital, the family was 
given written instructions regarding hot packs and 
bed rest. When the child arrived at home, the 
nurse made another call and taught the mother 
the specific care needed. It was found that a series 
of three ten-minute prone packs given three times 
a day and followed by prescribed exercises was the 
most effective. 

The physical therapy treatment was determined 
by the amount and severity of the involvement. 
The plan of procedure followed that which had 
been started in the hospital, continuing the ac- 
cepted pattern of passive motion. and muscle re- 
education. The physical therapist made the first 
visit accompanied by the nurse. A muscle evalua- 
tion was made and a demonstration given the 
mother, showing just’ how to do the exercises. 
Written instructions were left and time was taken 
to be sure that the mother understood what was 
meant. An effort was made to use simple language 
and terms that the parents could understand; to 
explain how polio had affected the child and what 
could be expected in the future; and to emphasize 
the importance of the rest periods. Time spent at 
this early period paid off in cooperation through- 
out the home treatment. 

After the physical therapist had made several 
home treatment calls, the mother was asked to 
give a return demonstration of the exercises, and 
corrections and suggestions were made. At sub- 
sequent visits, additional exercises were given, and 
the mother was gradually instructed in stretching. 
It was found that, on the whole, the mothers did 
not do satisfactory stretching until they were quite 
adept in carrying on the treatment program. 

In order to simplify treatment and minimize 
travel, the county was divided into districts. The 
physical therapists spaced their visits according to 
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the patient's and the family's needs, and the num- 
ber of visits possible in a given time. The patients 
were then classified into three groups. Group I 
included the patients who had neither paralysis 
nor spasm. Group II was those who probably had 
no paralysis but did have the typical tightness or 
spasm. Group III was made up of those who had 
paralysis of any degree or whose unilateral tight- 
ness necessitated special attention. 

Patients in Group I were seen at weekly inter- 
vals for two weeks, then twice a month for two 
months, then once a month. General active exer- 
cises were given, to be done three times a day. All 
patients returned from the hospital with instruc- 
tions to remain in bed for four weeks, after which 
they were allowed to sit up for meals. The follow- 
ing week permission was given to get up for meals, 
and from then on ambulation was gradually in- 
creased. The second month at home a two-hour 
rest was prescribed morning and afternoon, and 
for the third month, a one-hour rest period twice 
a day. A gradual sitting and standing routine was 
started by the physical therapist at the end of the 
fourth week, as a part of the exercise period, so 
that the patient was ready to walk when the time 
came. 

In Group II, the patient was seen twice a week 
until normal flexibility was attained. General active 
exercises were also done by this group three times 
a day, and the same program for gradual ambula- 
tion was followed. As soon as possible these pa- 
tients were reclassified as nonparalytic, or changed 
into Group III for special attention. 

Group III presented the big problem. These 
patients were seen three times a week until the 
mother thoroughly understood the exercises. Then, 
depending on the severity of the case, the visits 
were reduced to once a week or once in two weeks. 
Each patient was studied individually and changes 
made in his treatment and home instructions as 
progress was made. 

Muscle tests were made once a month for the 
first three months on all patients, and then at two- 
month intervals for as long as it seemed necessary. 
Progress records were kept on all patients. 

The consulting orthopedists from Roanoke came 
into the area for bimonthly post-polio clinics for 
the early convalescent polio patients. This assured 
a regular and careful check-up of patients and pro- 
vided directions and guidance for the physical ther- 
apists. As the acute situation of the epidemic 
decreased, the frequency of the clinics was les- 
sened, but the child polio patient will continue 
to be examined periodically at the regular ortho- 
pedic clinics. 

Permission to attend school was decided upon 
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by the orthopedist. As a rule the child was kept 
at home for three months from the time of his 
release from the hospital. The first month at 
school was attended for only half a day and trans- 
portation was insisted upon. In cases where the 
child depended upon the school bus for transpor- 
tation and it was impossible to return home early, 
arrangements were made for the child to lie down 
for an hour at noon recess at school. The Life 
Saving Corps provided cots and blankets for this 
purpose. A home-bound teacher was provided for 
any child whose general condition prevented at- 
tendance at school. 

This home-bound physical therapy treatment 
program was based on the principle of teaching 
someone at home to carry out the instructions 
until the next visit. It was apparent that there was 
psychological value in having a parent participate 
early in the treatment program. With few excep- 
tions there was cooperation, intelligent assistance, 
and gratitude from the parents. A sense of rejoic- 
ing was felt in the homes because the boy or girl 
could return from the hospital. However, the rapid 
turnover of patients from the hospital was possible 
only because of an organized program of follow- 
up care. 

Poliomyelitis in southwest Virginia was not con- 
fined to Wytheville and Wythe County. Fifteen 
other counties in the “Virginia Highlands” shared 


in the hospital advantages and physical therapy 
home treatment program. At the close of the epi- 
demic there had been about an equal number of 
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reported cases in the far west and surrounding 
counties as in the Wytheville area. 

The plan for physical therapy follow-up in the 
future is to be through Physical Therapy Centers. 
One equipped center and five partly equipped 
“itinerant” health office centers have been in ex- 
istence for almost two years. Plans for others had 
started but had not materialized until the polio 
epidemic in the summer of 1950. 

The largest Physical Therapy Center is located 
at Wytheville and accepts patients from four coun- 
ties. At present it is open every day and patients 
come in for treatment by appointment. Centers in 
Smyth County, Washington County, and Buchanan 
County are located in local hospitals. These hos- 
pitals give the use of a room, linen, toilet facilities, 
and chairs. The additional physical therapy equip- 
ment consists of treatment tables, mirrors, parallel 
walking bars and steps, walkers, therapeutic toys, 
filing cabinets, and records. In the sixteen counties 
of southwest Virginia there are five “hub” centers 
and five “itinerant’’ ones. 

This program has been fortunate in having the 
interest and participation of so many civic groups. 
The close cooperation of physicians, physical ther- 
apists, nurses, and parents provided the necessary 
continuity in building a practical and progressive 
follow-up program for the polio patient in his 
home environment. 

In every county, maximum recovery for every 
patient is the goal. 


Beginning June 1, 1951, the specialized program of orthopedic 
service and physical therapy will be incorporated in the over-all 
program of public health in the state of Virginia. The physical 
therapy program, under the direction of the Bureau of Crippled 
Children, will be extended to every county in the state, according 
to the need, and as rapidly as physical therapists can be secured. 
Although program direction comes from the central office of the 
Bureau of Crippled Children, the physical therapist will work as 
a member of the local public health staff in each county. 
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Polio in Pittsburgh 


In emergency measures taken during the polio- 
myelitis epidemic in Pittsburgh last season, the 
contributions made by local physical therapists 
were inspired by a larger plan. Realizing the im- 
portance of preparedness, Dr. Norris Vaux, Sec- 
retary of Health of the Commonwealth of Pennsyl- 
vania, called a poliomyelitis planning committee 
meeting on August 19, 1949. Invited personnel 
included representatives of such agencies as The 
National Foundation for Infantile Paralysis, the 
state medical society, the state hospital association, 
the state Society for Crippled Children and Adults, 
the Bureau of Nursing, the state Relations Officers 
of American Red Cross, and the Western Penn- 
sylvania Chapter of the American Physical Therapy 
Association. The latter was represented by the 
author. At that time, and at subsequent meetings 
during the following winter and spring, the com- 
prehensive hospitalization plan for care of polio- 
myelitis patients in the Commonwealth of Pennsyl- 
vania was formulated. In the spirit of that plan 
the Western Pennsylvania Chapter set up an emer- 
gency unit to assist in treating patients in this 
particular area, should the need arise. A question- 
naire in the form of a postal card was sent to all 
members to determine the number who were both 
willing and able to volunteer their services during 
the evenings, on Saturdays, or on Sundays. We also 
inquired whether or not they were interested in a 
refresher course. In answer we received twenty-six 
positive replies, and we knew that “we were 
ready.” 

During the first eight months of 1950—that is, 
from January through August—there were approx- 
imately 70 cases of poliomyelitis admitted to the 
Municipal Hospital of Pittsburgh for diagnosis and 
treatment. Since 29 of these cases were admitted 
in July, and 27 in August, it was believed that 
1950 would be a low incidence year. We were 
happy in our optimistic view that there would be 
no need to call forth the ‘‘poliomyelitis volunteers” 
of The Western Pennsylvania Chapter. 

However, the picture changed rapidly in Sep- 
tember. One to ten cases were admitted daily, 
totaling 115 for the month. Throughout this time, 
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students of the D. T. Watson School of Physi- 
atrics, working in teams of five, had the opportu- 
nity to treat these acute poliomyelitis patients as 
part of their clinical practice under the direct su- 
pervision of the hospital's physical therapists and 
the school’s instructors. In this way the increasing 
load was being handled. 

When the student's practice period was com- 
pleted on September 28, a meeting of the emer- 
gency group was called and was attended by 20 
physical therapists and the Municipal Hospital 
Administrator. A plan for continuing treatment 
was outlined, with weekday evenings from 6:00 
to 8:00 P.M., Saturday afternoons, and Sundays 
from 9:00 A.M. to 4:00 P.M. designated as the 
schedule. During the meeting a brief refresher 
course on physical therapy for the poliomyelitis 
patient was given, with actual demonstrations of 
physiological movements and muscle reeducation. 
Doctors’ orders were read, and the isolation tech- 
nic and rules of this particular hospital were ex- 
plained. It was readily agreed that the volunteers 
could render more service if the necessity for taking 
time to read charts before starting treatments could 
be eliminated. To this end, a simple treatment 
card system was devised, in which the chief physi- 
cal therapist listed patient's name, ward location, 
and nature and extent of involvement. Examples: 
“Ward F: Mary Brown—lower extremities very 
stiff,” or “Ward G: John White—respiratory, 
Ee on rocking bed today.” Such information 
ater proved sufficient to alert the volunteer thera- 
pist to the specific needs of the patients. It was 
emphasized at the meeting that only those physical 
therapists with considerable experience would be 
assigned to patients with respiratory involvement. 
Luckily, over half of the volunteers were familiar 
with this type of the disease. 

The schedule was planned so that two volunteer 
therapists worked two succeeding evenings during 
the week, three on Saturday afternoon, and four 
on Sundays. The hospital itself had one part-time 
and three full-time physical therapists. In addition 
to caring for isolation patients requiring extra 
treatment, the volunteers also helped in the work 
of a post-isolation unit which was set up for the 

(continued on page 302) 
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Ee American Physical Therapy Association, through its Polio Recruitment Service, for the 
third year is assuming the responsibility of recruiting physical therapists for temporary assignments 
for polio care. If and when the acute polio patient load becomes too great to be handled by the 
permanent physical therapy staff, a hospital administrator, with the assistance of a National Foundation 
for Infantile Paralysis representative, may ask for assistance in obtaining the services of qualified 
physical therapists. 


We are hoping that 1951 will not have the serious increases in polio incidence which were evi- 
dent in 1949 and 1950. At this time the situation is fluid but we realize that polio can be unpre- 
dictable. We want to be ready. So we must re-analyze our professional resources. Where are all 
available physical therapists? When can they be used for highest efficiency on a temporary assignment 
or permanent placement? Who on the home front, and not available for full time employment, can 
be used to supplement normal physical therapy services in a facility, to free the permanent physical 
therapy staff for the polio service? How can we share professional personnel between one facility 
or agency and another? These questions are being considered by many of our chapters as well as 
our National Office. More chapters are having representation on State Polio Planning Committees and 


local Patient Care Committees which will help to anticipate needs and improve service. 


A questionnaire has been sent to every qualified physical therapist known to the Polio Recruit- 
ment Service, regarding his or her availability for temporary service or assignment on a part-time 
or full-time basis. New graduates from physical therapy schools are making plans for their first 
work experience and wish to consider an assignment for polio service under good supervision. 
As the resources are known, our chapters will be kept informed. 


What can you do? 
1. Read the new Procedures for the Recruitment of Physical Therapists for Poliomyelitis Care in 
this issue of the Review. 
. Return your completed questionnaire as soon as you can clarify your own responsibilities and 
availability for polio service. 
. Remember the address and telephone number of the Polio Recruitment Service: 
c/o American Physical Therapy Association 
1790 Broadway 
New York 19, N. Y. 
JUdson 6-2932 


Five weeks are required to make an address change for the delivery of the 

PHYSICAL THERAPY REVIEW. Please notify us in advance if you are moving, 

giving your old and new addresses. This will insure uninterrupted service in 
the arrival of your journal. 
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The Greatest Fool May Ask 


(This editorial is reprinted from Occupational Therapy 
and Rehabilitation, Vol. 30, No. 2, April 1951, with per- 
mission of the editor.) 

There are teachers who insert ‘‘catch’’ questions 
in examinations from which they may derive the 
— pleasure of tormenting anxious stu- 

ents or a feeling of superiority. Good teachers 
discover better reasons for final examinations: eval- 
uation of their teaching effectiveness and what the 
student has learned, not what he does not know. 
The student usually has only one final examina- 
tion in a subject, the teacher many. The examiner 
should take advantage of the repeated opportuni- 
ties to improve his examinations and his teaching. 

The people who put the questions should know 
more than the answers; they should know the ob- 
jectives of testing. For the undergraduate, the ex- 
amination should answer these questions: has he 
learned enough of the fundamentals to take the 
next course in the subject series; in the senior year, 
has he learned enough to be granted a diploma? 
In professional schools, the examination must re- 
veal even more. It must determine not only didactic 
preparation but the attainment or capacity for ex- 
ercising the basic skills of the profession. Our re- 
marks will be limited to cestifying examinations 
for physical and occupational therapists. 

The physical therapist administers treatment 
with his hands. Hands turn on switches, set elec- 
trodes and lamps, massage, apply bandages; other 
parts of the body may be a in demonstrations. 
At least half of what the therapist does for patients 
is done with body motions yet the qualifying ex- 
amination is entirely written. The ability to write 
4 good examination paper depends largely on mem- 
ory retention and facility of expression. A satisfac- 
tory candidate may be weak in one or both of these 
and yet become an excellent therapist. Conversely, 
bookish people with five thumbs may take honors 
in the written test and be unsuited for the job of 
therapist as some early defections from the profes- 
sion suggest. If the results of a practical examina- 
tion could be averaged with those of a written test, 
we would certify fewer misfits and reject fewer 
potentially good therapists. Physical therapy pre- 
scription may be intellectual but its application is 
physical. A candidate may be able to write about 
electrodiagnosis and fail to identify the equipment 
used when shown it. 

As for the written examination itself, there are 
many inequities which some call inconsequential 
because they are suffered by all alike. Such think- 
ing fails to consider the great variations in train- 
ing. Some schools have a handful of students who 
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benefit from individual instruction; others are too 
large for good professional training or too distant 
from the facilities of large cities. A good school 
tries to develop good therapists which is quite 
different from leialen ability to pass examina- 
tions. Yet institutions are sometimes judged by the 
number of passes and failures, an immediately 
available statistic. What relation do such statistics 
have to what employers think about therapists two 
years later? We believe that there are many in- 
stances of poor correlation between high examina- 
tion marks and desirable performance; that has 
been our experience. Physical therapy is a reaction 
therapy and the most important attribute of the 
therapist is proper attitude. Can a technical exam- 
ination determine that? A practical cannot either, 
but during a practical examination the personality 
and approach of the therapist will have some im- 
pact on the examiner (even in the short space of 
ten minutes) which will unconsciously be inte- 
grated into the final grade. 

For the occupational therapist, attitude is also, 
if not more so, the most important attribute. In 
addition to proper attitude, a therapist who cannot 
teach will be ineffective. The qualifying examina- 
tion for the occupational therapist should include 
a practical test not of his skill as a craftsman but 
of his skill in teaching crafts. 

A last word on written examinations. They 
should be about the commonplace, not only be- 
cause the common things occur commonly, but be- 
cause the ability to remember minutiae and seldom 
used words is short lived and not related to prac- 
tice. A word which is found only in dictionaries 
should not be found in examination questions. 
“The greatest fool may ask more than the wisest 
can answer.” Let us stop asking foolish questions. 


Neurological Examination 


Reprinted from Vol. 145, No. 17 of the 
Journal of the American Medical Association 


Changes in muscle tonus are of great significance 
in neurological diagnosis, but routine methods cur- 
rently in use for their determination are somewhat 
crude and inadequate. Usually the examiner manip- 
ulates the patient's extremities and attempts to 
appraise the resistance encountered. This method 
often fails to reveal minimal changes and renders 
simultaneous comparison in the two extremities 
difficult. Recently Wartenberg* described a more 
precise and informative test, which he believes 
deserves adoption as a routine part of every neuro- 


Wartenberg, R.: Neurology 1:18 (Jan.-Feb.) 1951. 
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logical examination. In this simple test the pendu- 
lousness of the freely swinging extremity is used 
as an index of muscle tonus. While the procedure 
is described for the lower extremities only, it can 
be adapted to the upper extremities as well. The 
patient to be tested is seated on the edge of a 
table with his legs hanging freely. The examiner 
lifts the patient's legs simultaneously to the same 
horizontal level and then releases them, allowing 
them to swing freely. Two aspects of the motion 
are noted: its duration and its quality. In the nor- 
mal person the legs usually swing six “rf seven 
times before coming to rest, with the range of suc- 
cessive movement diminishing steadily and evenly. 
If one leg swings longer than the other, the pres- 
ence of some abnormality must be assumed. If the 
difference is slight, several repetitions of the test 
may be necessary before it becomes apparent. Any 
voluntary interference on the part of the patient 
disturbs the characteristic precision and regularity 
of the movements and can easily be detected. After 
the swinging time has been determined, the qual- 
ity of the swing is appraised; the smoothness of 
the movement and the plane of the swing are 
studied. Normally the legs swing smoothly in an 
anteroposterior plane. In disturbances of muscle 
tonus the movements may be jerky or the foot 
may move in a diagonal, zigzag or elliptical direc- 
tion rather than in a straight line. 

Diseases characterized by extrapyramidal rigid- 
ity, such as paralysis agitans and postencephalitic 
parkinsonism, produce the most striking disturb- 
ance in pendulousness of the legs, namely, a pro- 
nounced decrease in the swinging time without 
obvious qualitative changes. This sign is present 
early in the diseases mentioned, before the patient 
complains of symptoms in the extremity and before 
other simple tests reveal definite abnormality. In 
spasticity due to pyramidal lesions there is less 
change in pendulousness than in rigidity due to 
extrapyramidal lesions. The legs may show all 
the signs of a pyramidal lesion with little quan- 
titative change in pendulousness except for some 
increase in the speed of the forward movement 
and some decrease in the range of the backward 
movement. Qualitative changes, however, are usu- 
ally pronounced. The leg does not swing in the 
anteroposterior plane, and the tip of the foot 
describes an irregular outline suggesting a flattened 
ellipse, a broken circle, a spiral or an indefinable 
figure. Sometimes it is possible to detect spastic 
hemiparesis on the basis of this test alone. In 
hypotonia of any origin the swinging time of the 
affected leg is prolonged. This may occur in le- 
sions of the cerebellum and its connections. If 
there is a lesion of both the cerebellum and pyram- 
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idal system, the cerebellar influence usually pre- 
dominates and pendulousness is increased. An in- 
crease occurs also in any involvement of the lower 
motor neurone, such as poliomyelitis, progressive 
spinal atrophy, spinal cord tumor, prolapse of an 
intervertebral disk, postanesthetic radiculitis in the 
lumbar region, neuritis of the cauda equina, fem- 
oral neuritis, muscular dystrophy and muscular 
atrophy after knee injury. 

Wartenberg emphasizes that pendulousness of 
the legs should be studied as it occurs after passive 
elevation of the legs and not after the patellar 
tendon is tapped to elicit the quadriceps reflex. 
The motion of the leg following the latter pro- 
cedure has been called the pendular reflex, but this 
is a misnomer since pendulousness is a by-product 
rather than an integral part of the reflex. When 
the legs are set in motion in this fashion, the 
swings cannot be compared with precision because 
it is difficult to tap both patellas with the same 
force. Moreover the strength of the reflex may be 
different on each side, or there may be discrep- 
ancies between the patellar reflex and muscle tonus. 
In cerebellar lesions hyperactive reflexes may be 
associated with hypotonia and in mild pyramidal 
lesions the patellar reflex may be increased, while 
muscle tonus and pendulousness are not appreci- 
ably altered. 

Abnormal pendulousness of the legs may at 
times be diagnostically decisive; but its chief im- 
portance lies in the fact that it alerts the examiner 
and focuses his attention on possible early organic 
disturbances, thus leading to further investiga- 
tion. The test appears to have merit and should 
certainly be given wider trial. 


Te the Editor: 


On behalf of the National Foundation for In- 
fantile Paralysis and the thousands of American 
families who support its fight against infantile 
paralysis, I want to thank the fine men and women 
in the various branches of the medical profession 
who served poliomyelitis patients so willingly and 
competently during 1950, the second highest year 
of polio incidence in the history of the United 
States. 

The doctors, nurses, physical therapists, non- 
professional and volunteer hospital personnel—all 
who make up the polio medical team—deserve our 
warm tribute. They are the ones, in the final 
analysis, who can give the poliomyelitis patient 
the thing he seeks: an opportunity to return to 
his family and to his community a whole person. 
Through his acute illness and through the long 
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reeducation and rehabilitation period needed by 
the severely handicapped, the polio patient needs 
not only the skill of each member of the medical 
team, but also their personal interest, the strength 
of their encouragement, the understanding of his 
own problem which only they can give him. Un- 
stintingly they have given this service to the polio- 
myelitis patient. 

The American people who support the National 
Foundation make possible its program of provid- 
ing financial aid to needy polio patients and of 
supplementing existing polio facilities and person- 
nel in communities hit by epidemic. We can be 
successful, however, only in proportion to the 
cooperation we receive from hospitals and the 
many and varied personnel needed to serve the 
polio patient. Without their help we would not 
have been able to meet the heavy onslaught of 
polio in these past few years. 

The National Foundation for Infantile Paralysis 
is deeply grateful to all those whose services 
helped to bring to each poliomyelitis patient his 
full chance of recovery. 

Sincerely yours, 


Bast. O'Connor, President 
The National Foundation 
for Infantile Paralysis 


Te the Editor: 


In November, 1950, cortisone and ACTH were 
released from the restrictions of Section 505 of 
the Pure Food, Drug and Cosmetic Act which 
governs the sale of experimental drugs. Since then 
the hormones have been prescribed against a num- 
ber of diseases, among them various forms of 
arthritis. The fact that these drugs now are avail- 
able on a physician’s order does not imply an en- 
dorsement of their therapeutic value in any given 
disease. In fact, the clinical usefulness of cortisone 
and ACTH in rheumatoid arthritis remains to be 
clarified. Although individual patients on such 
treatment have experienced great improvement in 
general well-being, in motility, and have had relief 
from inflammation of joints, no cures of rheuma- 
toid arthritis due to ACTH or cortisone have been 
reported. Nor has lasting arrest of the disease 
been observed in significant numbers of patients. 

As with any new method or drug for chronic 
diseases, the evaluation of ACTH and cortisone 
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as therapeutic agents will require further detailed 
and extensive study on many patients. After the 
initial two years of investigative therapy in several 
research centers, it has become apparent that these 
hormones control or significantly reduce the activ- 
ity of rheumatoid arthritis in most patients. Some 
cases, perhaps 3 percent, do not respond and in 
a similar number treatment cannot be continued 
because of untoward effects. Over three-quarters 
of the patients benefited from therapy soon relapse, 
sometimes within days after the treatment ceases. 
This has been true regardless of dosage, schedule, 
and duration of therapy. The reactivation of rheu- 
matoid arthritis following treatment has been a 
particularly difficult problem for patients and for 
all concerned with their care. Therefore, unless 
the administration of these hormones for an in- 
definite period is proven practicable, the temporary 
gains may be outweighed by the hardship of a new 
adjustment to chronic illness. 

To date cortisone and ACTH have not been 
accepted as standard therapy for rheumatoid ar- 
thritis. Except for certain critical phases and com- 
plications of this disease such as progressive uveitis 
and massive pericardial effusion, physician and 
patient alike must ponder the uncertainty and risks 
of experimental therapy when the use of these 
hormones in rheumatoid arthritis is considered. 
Some of the hazards are known. They include 
psychiatric disturbances and extensions of the 
normal physiologic effects of adrenal hormones. 
In anti-rheumatic doses and with protracted ad- 
ministration they may cause abnormalities of me- 
tabolism on a broad scale and of serious degree. 
Some of the complications of treatment can be 
controlled sufficiently well so as to permit of its 
continuation. It is likely that a number of hitherto 
unrecognized risks will be encountered. The need 
for vigilant supervision of both hospitalized and 
ambulatory patients on this experimental treat- 
ment should be apparent from one fact alone, 
that the ordinary diagnostic manifestation of inter- 
current infection may be obscured in such patients. 
Meanwhile, traditional methods of treating rheu- 
matoid arthritis offer a considerable measure of 
benefit and continue to be important and success- 
ful especially in the secondary prevention of crip- 
pling deformities. 


—Hans Warne, M.D. 


Medical Director, New England Chapter 
The Arthritis and Rheumatism Foundation 
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Polia Pointers for 1951 


If Polio Comes 


Do allow children to play with friends they have 
been with right along. Keep them away from 
new people, especially in the close daily living 
of a home. 

Do wash hands carefully before eating and always 
after using the toilet—especially important when 
polio is around. Also keep food clean and 
covered. 

Do watch for signs of sickness, such as headache, 
fever, sore throat, upset stomach, sore muscles, 
stiff neck or back, extreme tiredness or nervous- 
ness, trouble in breathing or swallowing. 

Do put a sick person to bed at once, away from 
others, and call the doctor. Quick action may 
lessen crippling. 

Do telephone your local chapter of the National 
Foundation for Infantile Paralysis, if you need 
help. Locate through telephone book or health 
department. No patient need go without care 


for lack of money. Your chapter will pay what 
you cannot afford. 


Do temember—at least half of all polio patients 
get well without any crippling. 


If Polio Comes 
Don't get over-tired by hard play, exercise, work, 
or travel. This means men, women, or children. 


Don't get chilled. Don’t bathe or swim long in 
cold water, or sit around in wet clothes. 


Don't have mouth or throat operations during a 
polio outbreak. 


Don't use another person's towels, dishes, table- 
ware, or the like. 


Don’t take children to places where there is polio. 
Ask your health department. 


Don't take your child out of camp or playground, 
where there is good health supervision. 


(Reprinted from the National Foundation News, April 1951.) 


Procedures for the Recruitment of 
Physical Therapists for Poliomyelitis Care 


Adopted by the American Physical Therapy Association (APTA) and the National 
Foundation for Infantile Paralysis (NFIP) on May 1, 1951, for recruitment within the United States 


The NFIP and APTA desire to assist in see- 
ing that all of the hospital's polio patients receive 
adequate physical therapy service. However, every 
effort must be made to assure the most effective 
use of physical therapy personnel. Consultant serv- 
ice will be made available by APTA. (These pro- 
cedures cover service to agencies as well as to 
hospitals. Wherever the word “hospital” is used, 
the word “agency’’ may be substituted.) 

Recruitment service for physical therapists for 
temporary work with polio patients will ™ given 
by the APTA upon the written request of the ad- 
ministrator of the hospital and approval by the 
NFIP state representative. 

This recruitment service is available in times of 
emergency caused by the incidence of acute and 
immediate post-acute patients and is not a serv- 
ice applicable to long-term or convalescent type 
patients. 


I. Recruitment 


A. The need for temporary assignment of physical 
therapists must be determined by the hospital ad- 
ministrator in consultation with the NFIP state 
representative. 

B. The hospital desiring to employ physical thera- 
pists will be expected first to utilize available or 
transferable personnel within the community. 

C. If the staff cannot be augmented as described, 
the administrator of the hospital may submit the 
application form, PRS-2, to the NFIP state repre- 
sentative for approval. This will then be for- 
warded to the APTA, Polio Recruitment Service, 
1790 Broadway, New York 19, N. Y. Copies of 
this form may be secured from the state representa- 
tive or the APTA. 

D. All requests under “C” will be given con- 
sideration but, before a physical therapist is re- 
cruited, the hospital requesting assistance will be 
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expected to supply written evidence of the need. 
The APTA, to assure an equitable distribution of 
personnel throughout the country, will evaluate 
evidence submitted and other data available to 
them. This, it is recognized, may then result in 
delay or denial of some requests because of the 
problem of supply and demand to be met. 


Il. Qualifications 


A. Physical therapists with one or more of the 
following qualifications will be referred to tem- 
porary positions: 

1. A graduate of a physical therapy school ap- 
proved by the Council on Medical Education 
and Hospitals of the American Medical 
Association. 

2. A member of the APTA. 

3. A senior member of the American Registry of 
Physical Therapists (ARPT). 


III. Employment ard Personnel Policies 


A. Physical therapists recruited by the APTA are 
employees of the hospital to which they are as- 
signed. NEITHER THE NATIONAL FOUNDATION 
NOR THE AMERICAN PHysICAL THERAPY ASSOCI- 
ATION Is THE EMPLOYER OF THESE PHYSICAL 
THERAPISTS. 

As the employer, it will be the responsibility of 
the hospital to orient the physical therapists to the 
hospital program. 

Since these physical therapists will be employed 
by the hospital, it is expected that the privileges 
of sick leave and state workmen's compensation, 
if extended to the professional staff employed 
regularly by that institution, will be extended to 
recruited physical therapists. 

Recruited physical therapists are considered tem- 
porary employees and are not entitled to vacations 
with pay. 

B. Length of temporary service: 

Physical therapists recruited from outside the 
assignment community agree to serve for a mini- 
mum period of three months, though they may be 
released at an earlier date if no longer needed. 

Requests for extension of the temporary assign- 
ment period must be supported by written evi- 
dence of continuing need. This data must be filed 
with the NFIP state representative for approval 
and forwarded to the APTA for evaluation and 
possible extension of the assignment. The applica- 
tion form need not be used. 

The total period of temporary service may not 
exceed six months. 

Note: The NFIP will not underwrite the cost of 
return transportation unless an official ex- 
tension has en granted. 
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C. Hours of work: 


The physical therapist shall work the regular 
institutional hours of the hospital to which he or 
she is assigned. Not less than forty hours and not 
more than forty-eight hours of duty per week is 
considered a reasonable work week. 


D. Salaries: 

Salaries given below have been determined by 
NFIP in consultation with APTA: 

1. $240.00 per month to new graduates who are 
accepting emergency polio assignments during 
their first year after graduation. 

2. $260.00 per month to experienced physical 

therapists. 

. $285.00 per month to supervising physical 

therapists. 

4. Physical therapists recruited locally for part- 
time work may be paid a prorated salary, 
based on the above classifications. 

Payment of salary shall be made by the re 
tal in accordance with the regular pay period for 
professional staff in that hospital. The physical 
therapist's salary shall start at the time of report- 
ing - duty, but, in any event, not later than 
twenty-four hours after reporting his or her arrival 
to the hospital. 

Physical therapists recruited for a three-month 
period, who are released by the hospital prior to 
the completion of assignment, shall receive one 
week's notice or one week's salary. However, phys- 
ical therapists leaving assignments of their own 
accord, prior to completion of three months’ serv- 
ice, shall be paid through the last day of service. 

The hospital shall pay the salaries of the ad- 
ditional physical therapists needed to furnish the 
amount of physical therapy included in the hos- 
pital’s per day cost up to the institutional rate. 
The cost of physical therapy service in excess of 
the amount included in the hospital per day cost 
will be reimbursed to the hospital by NFIP chap- 
ters if the hospital cannot underwrite any part of 
these additional costs. 

NFIP chapters will not reimburse hospitals for 
any portion of physical therapists’ salaries unless 
physical therapists have been processed through 
the application and assignment procedure, as out- 
lined herein. 

NFIP chapters should not pay for outpatient 
treatment given by physical therapists for whom 
the NFIP is underwriting the salaries. 


E. Withholding tax, social security and insurance: 

Hospitals have a legal responsibility to with- 
hold federal income tax on salary and maintenance 
of recruited physical therapists, as for other hos- 
pital employees, and to report to the government 
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the full amount of wages (including salary and 
maintenance) and tax withheld, according to gov- 
ernment regulations. 

At the termination of employment of recruited 
physical therapists, the hospital should furnish 
withholding tax statements. 

Social security coverage is subject to the policy 
in practice in the hospital, and government regu- 
lations. Any questions regarding social security 
should be referred to the hospital administration. 

The NFIP has insurance coverage for recruited 
physical therapists who contract polio. This insur- 
ance covers medical and hospital expenses, within 
limits, as well as a weekly indemnity for a speci- 
fied period. 

The hospital is expected to notify NFIP at 120 
Broadway, New York City, upon the admission 
and diagnosis of poliomyelitis of any such per- 
sonnel. 


F. Maintenance: 

1. Physical therapists recruited outside the com- 
munity should receive maintenance to include 
lodging, meals, and laundry of uniforms at 
the hospital, if at all possible. 

The NFIP chapters are authorized to reim- 
burse the hospital for the actual cost of such 
maintenance, but not to exceed $75.00 per 
month. 

2. When maintenance is not available at the hos- 
pital to physical therapists recruited outside the 
community, an allowance of $75.00 per month 
to be applied toward maintenance will be paid 
to each physical therapist by the hospital as 
partial compensation for living away from 
home. 

NFIP chapters are authorized to reimburse 
the hospital for this monthly maintenance al- 
lowance. 

In cases where living accommodations for 
physical therapists are not available in the hos- 
pital, accommodations in the community should 
be arranged for them in advance by the NFIP 
local chapter, or the hospital. 

3. In those instances where lodging is available 
at the hospital but the physical therapist chooses 
to live outside, it may be done provided the 
physical therapist assumes the responsibility of 
finding the accommodations. The physical ther- 
apist will be paid a $75.00 per month stipend 
by the hospital, minus the cost of any meals 
or laundry furnished by the hospital. 

NFIP chapters are authorized to reimburse 
the hospital for this monthly maintenance al- 
lowance. 

4. Physical therapists recruited to serve in their 
own communities by the APTA, or one of its 
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component chapters, will pay for any meals or 
laundry received at the hospital, unless the hos- 
pital wishes to furnish such services without 
charge. 


IV. Supervision 
A. Medical: 


All physical therapy must be prescribed by a 
physician. No physical therapist will be recruited 
unless medical direction is assured. 

B. Physical Therapy: 


Recent graduates or physical therapists with no 
experience in the care of polio patients will be 
referred only to facilities hens qualified physical 
therapy supervision is available. 

If the hospital cannot provide a qualified phys- 
ical therapy supervisor, the APTA will assist in 
obtaining a physical therapist with supervisory 
experience and ability. 

Qualified physical therapists may not work un- 
der the supervision of an unqualified physical 
therapist. 

V. Travel Expense 


A. Travel expense from place of recruitment to 
place of assignment will paid by the APTA. 
Return travel expense to place of recruitment or 
equitable amount applying to other location will 
be paid unless the physical therapist— 
1. Leaves of own accord prior to termination date 
of assignment. 
2. Leaves assignment for vacation, holiday, or any 
unauthorized leave. 
3. Remains beyond termination date of assignment 
without authorization of the APTA. 
B. Such travel expense is to include: Cost of 
plane, bus, or train (including pullman) accommo- 
dations, plus an allowance of $10.00 per day. (24 
hours) while traveling, in lieu of salary and ex- 
penses such as meals en route, taxis, tips, baggage 
costs, and purchase of travel insurance by the phys- 
ical therapist. In addition, the cost of lodging, if 
necessary, between planes, buses, or trains, not to 
exceed $5 per day, will be allowed. 
C. If physical therapists travel to their assignments 
by car, the APTA will pay expenses at the rate of 
7c per mile. (This should not exceed expenses for 
travel by plane or train, whichever is greater.) 
When traveling by car, the allowance of $10.00 per 
day will be allowed only for the same number of 
days necessary to feach destination by train. Ex- 
penses for additional time, because of preference 
of travel, are to be absorbed by the physical thera- 
pists. 
D. Travel expense, as outlined above, shall be 
reimbursed by NFIP headquarters office to APTA. 
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(The National Foundation for Infantile Paralysis fi- 
nances a very large portion of the hospital and medical 
care for poliomyelitis patients throughout the United 
States. It seems appropriate, therefore, in the Polio 
Issue of the Review to provide physical therapists with 
some background information as to the entire program 
of the National Foundation.) 


The National Foundation for Infantile Paraly- 
sis was organized in 1938 to lead, direct, and unify 
the fight against poliomyelitis. As originally con- 
ceived, its funds were to be spent solely for re- 
search to find a preventive and cure for polio. 
Within a short time, however, it became clear that 
the majority of people who contracted polio 
needed better care and that financial assistance 
would have to be provided many of them to make 
this possible. In 1941, therefore, the National 
Foundation undertook to organize local units of 
the national organization to see that good care 
and financial assistance was made available to all 
patients in need. Since that time, the National 
Foundation for Infantile Paralysis has directly 
assisted about 165,000 patients. 

The National Foundation consists of two parts 
—the headquarters staff at 120 Broadway, New 
York City, and approximately 2,800 chapters 
covering every county in. the United States. 

National Headquarters has a three-fold pro- 
gram—research, professional education, and epi- 
demic aid. Fifty percent of the net receipts of the 
“March of Dimes” Drive (held each January) is 
sent to National Headquarters to finance its pro- 
gram. Over twenty-five million dollars of “March 
of Dimes’ funds have already been spent in re- 
search and professional education. The primary 
goals of research are: first, to eradicate the disease 
by discovery of a preventive; second, to promote 
improvements in technics of care to minimize the 
crippling after-effects. The professional education 
program provides fellowships and scholarships 
to qualified persons to receive specialized train- 
ing to carry on scientific research and give care to 
patients. Approximately 1,600 physical therapists 
have now been assisted under this scholarship 
program. 

Epidemic Aid Funds of National Headquarters 
of the National Foundation for Infantile Paralysis 
are used to: 


1. Provide supplementary funds to chapters to 
continue their patient care programs, when 
they have exhausted their own treasuries. 
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Such advances to chapters from National 
Headquarters during the past five years have 
amounted to $35,277,299.25. 

2. Pay aye yr nes expenses for recruited 
nurses and physical therapists. 

3. Underwrite compensation, travel (and main- 
tenance, where necessary) for orthopedic and 
pediatric resident physicians. 

4. Provide grants to state or local health de- 
partments to support salaries of professional 
personnel engaged in providing services in 
the care of polio patients. 

5. Establish and maintain special equipment 
— in strategic areas to provide respirators, 

ot pack machines, etc., required for polio 
care in evidemic emergencies, to every part 
of the nation. 

6. Provide polio epidemic aid teams from four 
medical teaching centers which are available 
at any time for service in epidemic areas, at 
the request of the local health officer and 
medical society, to work with local medical 
and hospital groups in setting up polio 
wards and instructing professional personnel 
in specialized polio care. 

Costs of these services are borne entirely by funds 
collected during the “March of Dimes.” 

The Chapter Program consists of helping to 
finance medical treatment and care for polio- 
myelitis patients who cannot bear full costs them- 
selves, and working with local health, hospital, 
and medical authorities in improving facilities and 
quality of care. To carry on this patient care pro- 
gram, fifty percent of the money contributed dur- 
ing the “March of Dimes” remains in the chapter 
to be used for assistance to local patients and, in 
emergencies, to supplement the national epidemic 
aid fund. With the exception of a few paid ex- 
ecutive secretaries in large metropolitan area chap- 
ters, National Foundation chapters are manned 
by volunteers. 

There are sixty-seven National Foundation State 
Representatives acting as liaison agents between 
National Headquarters and chapters. In a few 
instances, one representative serves several states, 
while in the larger or more populous states, there 
may be several representatives assigned to one state. 
Six regional directors, with offices at National 
Headquarters, serve as liaison between the state 
representatives and National Headquarters. 
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While chapters must function within the frame- 
work of policy set down by the national Board of 
Trustees, they are, to a large extent, autonomous. 
Chapter procedures vary somewhat across the 
country, conditioned usually by local differences 
and circumstances. 

National Foundation’s chapters and state repre- 
sentatives work with community agencies and med- 
ical groups to improve existing facilities in every 
community so that comprehensive care might be 
available to all people who contract poliomyelitis. 
No funds are spent to build polio hospitals. Until 
a few years ago, many hospitals throughout the 
country were reluctant to accept polio patients. 
Through a broad program of education, many 
general hospitals are now accepting acute polio- 
myelitis patients as the epidemic need arises. 

National Foundation chapters have assisted 
many hospitals in developing isolation wards, and 
orthopedic and physical therapy and 
otherwise have improved their ability to provide 
good care. In the past, a considerable amount of 
money was spent by chapters on equipment needed 
by hospitals. However, because of the serious fi- 
nancial drain on the National Foundation during 
the past five years of extraordinarily high incidence, 
chapters have had to curtail equipment “peed 
tures to essential items for care, only, and con- 
serve their funds for direct assistance to patients 
who need and cannot pay in full for care. 

Chapters assisting patients with their hospitali- 
zation expenses reimburse hospitals at an all-in- 
clusive rate mot to exceed a hospital's average 
cost ~ diem. This all-inclusive per day cost 
includes average service (nursing, physical ther- 
apy, laboratory, etc.) for every polio patient. In 
addition to reimbursing hospitals for their per day 
cost for polio patients who need assistance, chap- 
ters, during times of high polio incidence in a 
community when the patient load is greater than 
can be serviced by the hospital's normal staff, 
may reimburse the hospital in whole or in part 
for the salaries of recruited nurses or recruited 
physical therapists. Specific arrangements as to 
what portion of the expense of additional person- 
nel will be underwritten by the chapter are made 
with hospitals in advance of the epidemic season. 

Physical therapists needed in emergency times 
are recruited by the American Physical Therapy 
Association. Nurses are recruited by the local chap- 
ters of the American Red Cross. ‘‘Procedures,” 
under which nurses and physical therapists are 
recruited, are formulated at national level between 
the National Foundation for Infantile Paralysis 
and the American National Red Cross and the 
American Physical Therapy Association. Under 
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these Procedures, nurses and physical therapists 
so recruited become employees of the hospital to 
which they are assigned. They are governed by 
rules and regulations set down by the hospital 
administration. 

While the National Foundation assists patients 
to secure the best quality of care available in a 
community, it takes no part in hospital adminis- 
tration and is not responsible for details of patient 
care. Chapters and national headquarters to a great 
extent have worked with hospitals in suggesting 
improvements in quality of polio care administered 
in the hospital, but the actual program is the 
hospital's responsibility. 

The American people have contributed most 
generously to the “March of Dimes” to make sure 
that no polio patients would go without adequate 
care for lack of funds. Families are not expected 
to alter their standards of living to the point of 
hardship to pay for polio care, but, when funds 
are available in the family through insurance cov- 
erage or other sources, they are used before the 
National Foundation funds. In most instances, 
families wish to underwrite expenses to the extent 
of their ability. 

In a program as extensive as the National Foun- 
dation’s, conducted through the generosity of vol- 
unteers, it is understandable that there will be 
variance in the application of policy. Policy is set 
at National Headquarters and sent to state repre- 
sentatives and chapters with the request that it be 
implemented wherever possible. Existing condi- 
tions in communities, however, vary to such a de- 
gree that it is sometimes necessary to modify a 
policy before it can be implemented in a specific 
area. 

Polio patients, like other patients, are the respon- 
sibility of the medical community in which they 
live. National Foundation chapters help individual 
patients and assist hospitals to provide good care 
wherever possible, but the responsibility for hos- 
pitals and professional personnel is primarily that 
of the community concerned. 


Bound Symposium Available 


The Symposium on Physiology (Physiology of 
the Heart and Circulation and Its Clinical Appli- 
cation in Physical Medicine), which was printed in 
the November and December issues of the REVIEW, 
is now available in bound, booklet form, price: 
$1.00 per copy. Copies may be ordered from the 
American Physical Therapy Association, 1790 
Broadway, New York 19, N. Y. 
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The Polio Post 


The ‘Polio Post’ is a news bulletin published 
periodically for professional personnel by the Na- 
tional Foundation for Infantile Paralysis. The 
latest issue, published in April 1951, contains 
pertinent information for all who are concerned 
with the problems of epidemic poliomyelitis and 
its aftermath. The items listed in this issue clarify 
policies and point up current activities in four 
pages of concise and informative topics, viz.: 

“Communities Plan to Combat Personnel Short- 

ages” 

“Respirator Patients Have Moving Day” 

“Early Hospital Discharge Preferred for Polios” 

“Guide Offers Plans for Economic Pool Con- 

struction” 

“Polio Symposium Reprints Available” 

“State Polio Planning Committees Gear for 

Action” 

“Body Mechanics Improve Nursing Care” 

“Houston Conference Studies Respiratory Prob- 

lems” 

“Training Centers Offering Short Courses in 

the Treatment of Poliomyelitis Patients for 
Physicians and Nurses” 


Bibliography on Polio Patient Care 
American Journal of Nursing 


McCluskey, Audrey M., R.N., “The Patient in 
a Respirator.” April 1951, p. 260. 


Archives of Physical Medicine 

Bennett, Robert L., M.D., “Head Traction At- 
tached to Corset in Care of Scoliosis.” Feb- 
ruary 1951, p. 84. 

Britt and Bennett, ‘Care of After-effects of 
Poliomyelitis, Forearm and Hand.” October 
1950, p. 646. 
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“Transfer of Respirator Patients.” September 
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Gucker, Thomas, “Care of After Effects of 
Poliomyelitis on the Hip, Thigh, and Trunk.” 
May 1950. 

Gullickson, Olson, and Kottke, “The Effect of 
Paralysis of One Lower Extremity on Bone 
Growth.” June 1950, pp. 392-400. 

Hansson, Kristian G., ‘Care of Upper Extrem- 
ity Paralysis in Poliomyelitis.” June 1950, 
pp. 387-391. 
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Schram and Bennett, “Underwater Resistance 
Exercises."” April 1951, pp. 222-226. 
Hospitals 
Special Section on Poliomyelitis. March 1951, 
pp- 38-60. 
(Reprints of the articles from this section may be obtained without 
charge from the national office of the National Foundation for In- 
fantile Paralysis.) 
Institute of Physical Medicine and Rehabilitation 
“Self-Help Devices for Rehabilitation” 
Journal of the American Medical Association 


Bennett, Robert L.. M.D., “Care of Children 
Convalescing from Poliomyelitis.” September 
30, 1950, p. 377. 


FOR 


Recruitment Poster 


This very attractive blue-and-gold poster is now 
available for distribution. The size is 8 x 10 inches, 
suitable for bulletin boards. Supplies will be 
mailed to chapters, and to members on request. 
Let's get it up in schools, libraries, Y.W.C.A.'s, 
and as many other places as possible. 
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Reprinis Available 
Informational brochures may be obtained without charge. A small charge is made for the scientific 
reprints, as indicated. (Members of the Association, students enrolled in approved schools of physical 
therapy, and libraries may have one free copy of each scientific reprint, except the Functional Issue 
and the Physiology Symposium, but must pay the indicated price for additional copies.) All requests 
should be addressed to: American Physical Therapy Association, 1790 Broadway, New York 19, N. Y. 


Puysicat Tutrary—An illustrated brochure, describing the 
opportunities for a career in physical therapy, with sugges- 
tions for prospective students and a list of schools approved 
for physical therapy training. 


Our Association—An informational booklet on the activities, 
scope, and services of the American Physical Therapy Asso- 
ciation. 


SvuocesTions For Prospective Stupents—Outlines the pro- 
fessional course of study for college students preparing for 
physical therapy. 


Cope or Ernics—Ethics for the physical therapist of the 
American Physical Therapy Association. 


EssenTIats oF Proressionat Ernics in Puysicat Tuerary— 
Mary E. Haskell 


Personnet Poricres For Quatiriep Puysicat THerarists— 
Suggestions as to salary, hours, vacations, etc., by the Ameri- 
can Physical Therapy Association. 

Approvep Scnoots or Puysicat Turrary—A list of schools 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association. 

Questions anp Answers—A concise outline describing phys- 
ical therapy education and application. 

Eovcatrionat Orrortunities For Puysicat Taerarists— 


A list of postgraduate programs offered by the approved 
schools and a list of specialized courses for physical therapists. 


Puysicat Tuerary Emptoyment Opportunities. 


Unpertyinc Mecuanisms Symptoms oF 
Trem Bearino vron Treatment—Thomas Gucker, Ill, 
M.D. 


Tue Puysicat Department From AN ApMINIs- 
trrator’s Viewroint—Joseph P. Peters. 


Tue Daor Pack ror Heat—Adeline Doing 


Home Cart Program ror Potiomyvetiris Patrents—Emil 
D. W. Hauser, M.D., Antoinette Rajek, and Louise Reinecke 


Dany Activrry Invenrortes or Cereprat 
pren Experrmentat Crasses—Mary Eleanor Brown 


Puysica Tuerary m Strate Cuipren’s Pro- 
crams—Mildred J. Allgire 


Tue Rove or THe Puysicat Tuerapist 1x THe Torar Care 
or THe Curtp—Jalias B. Richmond, M.D. 


Posture Tramnine For Apotescents—Carolyn Bowen (5c) 


Puysica. Tuerary in THe Prenatat Procram—Gillian 
Griffith Smith, B.S. (5c) 


Mernuops or Curnicat Instruction in Puysica Toerarpy— 
Beatrice E. Whitcomb, Capt., WMSC 


Funcrionat Traininc—Edith Buchwald (10c) 
Apinistration or a Communiry Center 
—Hazel E. Furscott (10c) 
Wueet Cuains—George G. Deaver, M.D. (Sc) 
of THe Hemipcecic Patient—Donald A 
Covalt, M.D. (Se) 
Patient Insrrucrion—Margery L. Wagner (5c) 


Puysica. Tuerary Home Care Pian, Orance County 
(Cacirornta) Heactu Department (Sc) 


oF Jomnr Morton, Parts 1, 2, ann 3—Mar- 
garet Lee Moore (25¢) 


Toys, Games, AND Apparatus ror CHILDREN CerF- 
prat Patsy—Gladys G. Rogers and Leah Thomas (10c) 


Rote of Puysicat Tuerary ms Care or Psycutataic Pa- 
rients—Lola E. Smith (Sc) 


Spectat Funcrionar Issue of the Reviews (November 1949) 
—Contains eight articles by leading physicians and physical 
therapists on functional training, crutch walking, and wheel 
chairs. There are twenty-six abstracts of articles on functional 
training from current medical journals. (50c) 


Puysjotocy oF THe Heart anp Circutation anp Its 
rcat. APPLICATION IN Puystcat Mepicine—A bound edition 
of the papers presented in a symposium at the 1950 annual 
conference of the American Physical Therapy Association. 
(Harry D. Bouman, M.D., Coordinator) ($1.00) 
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The Director Reports: 


This issue of the Review is really a “polio” 
issue. Each year the July issue is set aside in- 
formation about polio—recruitment service, arti- 
cles on treatment, reference material—to help us 
give better service during the season of highest 
incidence. There is a very fine letter of apprecia- 
tion from Mr. O'Connor, President of the National 
Foundation, addressed to all who have given serv- 
ice to polio patients this past year. I feel that we, 
the Association and the 1600 physical therapists 
who have received scholarships in the past five 
years, should express our deep appreciation to 
Mr. O'Connor and the Foundation. This can best 
be expressed through continued service and loyalty 
to the profession and to the patient. 

There will be fewer p.t.’s available this year 
for acute polio care, for the needs of the Armed 
Forces must be met. This means careful planning 
of treatment schedules, with priorities in mind; 
careful home instruction so that patients may be 
discharged from the hospital without jeopardizing 
their recovery; good use of aides or volunteers to 
free you for professional work; cooperative plan- 
ning with medical social workers, nurses, occupa- 
tional therapists, and welfare workers, in order 
that all may work efficiently, since there are short- 
ages in these fields also. 

All physical therapists needing recruited per- 
sonnel must be realistic about their needs. We ap- 
preciate that heavy case loads are not desirable. 
However, when there are not enough to go around, 
one must not ask for more than minimum needs 
or a fellow worker in another part of the country 
will have to do without and patient care in that 
area will suffer. 

Physical therapists may have to interpret these 
facts to physicians and hospital administrators. 
We suggest that you read carefully, if you have 
not already done so, “Physical Therapy in the 
Home; Standing Orders and Priority Listings’ by 
Dr. Arthur L. Watkins, with a discussion by Mary 
Macdonald, which appeared in the June issue. 
Reprints of this are available without charge should 
you wish to give them to any of your professional 
co-workers. 

We are hoping for a decreased incidence of 
polio this year. But should that not be the case, 
we know that patients will receive the best of care 
through more careful and cooperative planning. 


—DMILpRED ELson, Executive Director 
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Physical Therapists Needed 


The number of physical therapists needed for 
the Women’s Medical Specialist Corps is still 
great. Just about one fourth of the estimated needs 
has been met by the involuntary recalls and volun- 
teers! 

New graduates and those who have graduated 
since World War II are urged seriously to consider 
volunteering. In Korea boys are being wounded, 
just as they were in World War II. Peripheral 
nerve injuries need p.t.; amputees and paraplegics 
need p.t.; those with chest injuries need p.t. 

Please refer to your March Review for informa- 
tion about requirements. If you have any questions 
write your National Office. 


School News 


Large additions to Wisconsin General Hospital 
mean a new clinical department for the Section 
of Physical Medicine at the University of Wiscon- 
sin Medical School. The new department will be 
on the first floor of the north wing. Moving day 
is expected to be some time in August. 

Floy Pinkerton, Director of Training Courses 
in Physical Therapy at Columbia University, has 
received an appointment as Assistant Professor of 
Physical Therapy. 


Chapter Activities 


The April meeting of the Southern California 
chapter included discussion groups, each led by 
a member. Each member had the opportunity to 
participate actively in consideration of two of the 
following topics: 

a. Breathing patterns seen in poliomyelitis and 

testing of the respiratory muscles 
. Muscle testing in infants 
. Peripheral nerve injuries 
. Physical therapy in a doctor's office 
. Prosthetic problems with the upper extremity 

amputees 
f. A functional activities program for children 


g. Factors and problems of balance in the cere- 
bral palsied 
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Membership News 


Marriages 


Joan Seiver, now Mrs. Joan S. Cowan of Scottsbluff, 
Nebr 

Helen Lutz, now Mrs. Helen L. Johnson of Fitchburg, 
Mass 

Ellen Jane Wynn, now Mrs. Ellen W. Lesh, York, Pa. 

Elizabeth L. Wood to Donald P. Bickel, April 14th, 
Wilmington, Del. 

Jeanne M. Flickinger of West Reading, Pa., to Herman 
D. Person, Peoria, Ill. 

Ruth Van Stensel to Peter James Wieland, April 6th, 
Grand Rapids, Mich. 

Margaret Ann Boesen to William Evanko, Albuquerque, 
N. M. 

Leona B. Schwant to Wallace L. Millard, Memphis, 
Tenn. 

Evelyn Ganson, now Mrs. Evelyn McDougall, Mill Val- 
ley, Calif. 

Edith B. Wander of Seattle, Wash., now Mrs. Edith W. 
Palmer, Kirkwood, Mo. 

Priscilla Colvin, now Mrs. Priscilla C. Nielsen of Los 
Angeles. 

Ruth V. Champe of Shelton, Conn., now Mrs. Ruth C. 
Milanick, Cleveland 

Margery Irwin, now Mrs. Margery I. Surbaugh, Des 
Moines. 

Mrs. Martha J. Schulenberg of Akron, now Mrs. Martha 
S. Dunbrook, Oxford, Ohio. 

Florence Salmon, now Mrs. Florence S. Pepin, Buffalo, 
N. Y 


Margaret J. Dolph of Cornwall-on-Hudson, N. Y., now 
Lt. Margaret D. Thompson, WMSC, Fort Lewis, 
Wash. 

Winnifred J. Roby, now Mrs 
Portland, Ore. 

Patricia Lou Norcross, now Mrs. Patricia N. 
Denver, Colo. 

Georgiana Windham of Forreston to E. E. Johnson of 
Dallas, Texas. 

ist Lt. Anne M. Bowers, now Ist Lt. Anne Callowhill, 
Camp Polk, La. 

Audrey J. Scott to James Kissler, Modesto, Calif. 

June Ellen Breen of Santa Monica, now Mrs. June Ellen 
Schwartzmann, Beverly Hills, Calif. 

— A. Green, Seattle, to Stuart Rogers of Bellevue, 

lash. 

Margot G. Cruse of Los Angeles, now Mrs. Margot C. 
Prieto, Santiago, Chile. 

Marilyn Rote-Rosen of Granville to Manning Cohen, 
Glens Falls, N. Y. 

Charlotte Fishbain, now Mrs. Charlotte F. Baum of 
Cincinnati. 

Mrs. Daisy H. Houpt, now Mrs. Daisy H. Gunby of 
Cleveland. 

Betty Lou Petska of Dickinson, N. D., now Mrs. Betty 
Lou Gerholz, Minneapolis. 

Laura M. Matteson, now Mrs. Laura M. Burkholder, 
Bartow, Fla. 

Helen W. Riederer of New Rochelle to Alfred Musal 
of Binghamton, N. Y. 


Winnifred R. Becker, 


Futera, 


New Student Members 


Columbia University 
Barbara M. Anderson Joyce Jeffrey 
Duke University 
Roy A. Gilchrist 
St. Louis University 
Marilyn Kisling 
Wallace S. Strittmatter 


Martha A. Gross 
Esther M. Haravitch 


University of Colorado 
August G. Weichmann 


University of Texas 
Stanford E. Murray 


Federal Legislation 


The following statements regarding the bills 
introduced in Congress to commission male physi- 
cal therapists were received on May 7, 1951, in 
reply to letters asking for status of the bills. 

“Thank you for your letter of April 30th re- 
garding H.R. 911, my bill to commission male 
nurses and others in the professional categories. 

“At the present moment there is nothing sched- 
uled by the House Committee on Armed Services, 
but I am hopeful that some action will be taken 
in the near future so that the many hundreds of 
professional men now on active duty with the 
armed forces may take their rightful places with 
the privileges and status now enjoyed by women 
nurses. 

Frances P. Bolton 


“I have your communication of the 30th, in- 
quiring as to the status of S. 661, introduced by 
me, and I would advise that at present no hearings 
have been scheduled with respect to this bill. 

“No doubt you are aware that both the Senate 
Foreign Relations Committee and the Senate 
Armed Services Committee are presently conduct- 
ing executive sessions on the Korean situation, and 
until such time as those hearings are out of the 
way, I do not believe any hearings are possible.” 


Irving M. Ives 


Jean Humes, member since 1946, passed away 
on April 9, 1951, following a long illness. 

George Kroupsky, New York University, 1944, 
passed away some months ago. 
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Capt. Elizabeth Wiggins, U. S. Air Force Re- 
serve, has volunteered for active duty in the 
Women's Medical Specialist Corps and been as- 
signed to physical therapy duty at Sampson Air 
Force Base, N. Y. Before returning to active duty, 
Captain Wiggins was employed as a physical ther- 
apist at the Veterans Administration in Omaha, 
Nebraska. 


Adeline H. B. Mills of Stone Harbor, Cape May 
County, N. J., has been appointed a first lieutenant 
in the USAFR. Before accepting her WMSC ap- 
pointment, Lieutenant Mills was employed at the 
D. T. Watson School of Physical Therapy at Leets- 
dale, Pa. Upon completion of her indoctrination, 
she will be assigned to PT duty at Keesler Air 
Force Base, Mississippi. 


NLNE Publishes Handbook 


The National League of Nursing Education has 
published a handbook entitled “The Contribution 
of Physical Therapy to Nursing Education.” 

This teaching aid provides valuable material 
relative to methods, knowledges, and skills in the 
application of the principles of body mechanics 
in nursing. The nurse instructor and the physical 
therapist, working as a team, assume the responsi- 
bility essential in the development of a teaching 

rogram which will provide an understanding of 
body mechanics and its integration in all areas of 
nursing. 

The book is intended to be a guide for instruc- 
tors and presents resource materials in the follow- 
ing areas: student health, biological and physical 
sciences, nursing arts, medical and surgical nurs- 
ing, maternal and child care, and psychiatric 
nursing. 

Copies of the handbook may be obtained from 
the National League of Nursing Education, 2 Park 
Avenue, New York 16, N. Y., at 75 cents each. 
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General News 


Annual dues were payable on 
May Ist. Your prompt response 
will be appreciated. 

May we also call to your atten- 
tion that according to the Bylaws 
“any active member not actively 
employed in physical therapy may, 
on application to the Executive 
Committee and on approval thereof 
by the Committee, be made an in- 
active member.” 


Health Resources Advisory Committee 


The Health Resources Advisory Committee, of 
which Dr. Howard A. Rusk is chairman, is now 
affiliated with the Office of Defense Mobilization 
instead of the National Security Resources Board. 
The official announcement of the transfer was 
made by Office of Defense Mobilization Director 
Charles E. Wilson, who said, ‘This important 
group has a vital contribution to make to the over- 
all mobilization effort. Defense mobilization is not 
just production and economic stabilization, but 
rather it is the people who make production and 
stabilization possible, and primarily it is the wel- 
fare of the people as a whole and the part they 
are playing and must play to make America 
strong.” 

The eight-man Health Resources Advisory Com- 
mittee will continue in its advisory capacity to 
Selective Service on administration of the doctor 
draft law and determining call-up availability of 
Reserves. 
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World Health Organization 


The Health of All Peoples 1s Fundamental to the 
Attainment of Peace and Security 

Brock Chisholm, M.D., Director-General, World 
Health Organization, wrote the following state- 
ment highlighting the observance of World Health 
Day: 

“If in our ignorance, our short-sightedness, our 
lack of courage and vision, we continue to deny 
our children the blessings of physical well-being; 
if, moreover, we continue to inculcate in them 
prejudices, uncritical and emotional beliefs in un- 
reasonable things, excessive fear of others, and, 
as a result, aggressive desire for power and domina- 
tion, then we can be sure that the world of 
tomorrow will be a world of fear, of chaos, of 
cruelty, and of death. 

“If, on the other hand, we succeed not only 
in making our children physically healthy but also 
in freeing them of our taboos, our anxieties, our 
destructive impulses; if we teach them to feel, 
and to act in accord with, a sense of responsibility 
for the welfare of their fellow human beings— 
not just locally, not just nationally, but for the 
whole human race; if, in other words, we help 
them towards real maturity, then we need not 
worry about our future and theirs: it cannot but 
be secure, peaceful, and truly rich in the values 
that make life worth while. 

“To resolve on this April 7th to dedicate our 
energies to the healthy development of our chil- 
dren will be to provide ourselves and them with 
one of the strongest possible guarantees that Man’s 
age-old dream of a better and happier world shall 
after all become a living reality.” 

The April issue of WHO Newsletter devoted 
a large section to the topic, “Handicapped Chil- 
dren Can Be Brought to Normal Life.” 


WHO Discusses Rehabilitation 


In the April issue of the World Health Organi- 
zation news letter there was a leading article, 
appropriately illustrated, on “Handicapped Chil- 
dren Can Be Brought to Normal Life.” It was 
noted that physical therapy plays an important 
role in the care of these children. WHO and 
other bodies of the United Nations are organizing 
international courses for professional training of 
rehabilitation teams, and an increasing number of 
fellowships are being given to health workers 
desiring to specialize in this field. These fellow- 
ships are primarily for workers in those countries 
where the need is the greatest. 
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March of Dimes Grant 


A March of Dimes grant of $18,262 will enable 
the American Physical Therapy Association to in- 
clude a continuing study of home care plans for 
polio and other patients in its educational pro- 
gtam. The awarding of the grant, which will be 
under the direction of Mildred Elson, Executive 
Director of the Association, was announced jointly 
by Basil O'Connor, President of The National 
Foundation for Infantile Paralysis, and Mary 
Singleton, President of the American Physical 
Therapy Association. 

Since 1946 a broad educational program has 
been undertaken by the American Physical Ther- 
apy Association with the assistance of The Na- 
tional Foundation for Infantile Paralysis to recruit 
more students for physical therapy training, to 
make more effective the professional training of 
the students, to provide visual aids and instruc- 
tional material to meet the needs of graduate 
physical therapists in providing better care for 
poliomyelitis patients, and to improve personnel 
practices in the field. 

In addition to carrying on this broad educational 
program, the new March of Dimes grant will en- 
able the Association to continue its intensive study 
of the various physical therapy home care plans 
now in a throughout the country. Asso- 
ciation officials ap out that it is becoming im- 
possible to care for large numbers of polio patients 
in institutions for long — of time because of 
the lack of hospital beds, insufficient professional 
personnel and the prohibitively high cost of in- 
stitution Care. 

Completion of the study on home care plans, 
it was announced, will enable the Association to 
provide guidance to the agencies providing phys- 
ical therapists for home care as well as advising 
the physical therapists thus employed. Efforts will 
also be made by the Association to have physical 
therapy home care plans included in school cur- 
ricula and to stimulate physical therapists to accept 
field service employment. 


British Journal of Physical Medicine 


The April 1951 issue of this journal was entirely 
devoted to poliomyelitis. It included an editorial 
by L. Guttmann, O.B.E., M.D., M.R.C.P., “Prob- 
lems of Physiotherapy in Poliomyelitis,” and the 
following articles: “Muscle Reeducation in Polio- 
myelitis,”” “Poliomyelitis,” and ‘Surgical Manage- 
ment in Poliomyelitis.” 
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United States Air Force Medical 
Service, WMSC 


Qualified physical therapists who seck a satis- 
fying and rewarding career can find it in the 
Regular or Reserve component of the Women’s 
Medical Specialist Corps of the United States 
Air Force. As commissioned officers and _profes- 
sional women, they are indispensable members of 
the team which comprises the United States Air 
Force Medical Service. Physical therapists who are 
eager to utilize their training on a high profes- 
sional level discover a diversity of clinical material 
and opportunities to employ all types of physical 
therapy technics. 


Types OF APPOINTMENT 


Regular—Commissions are granted to qualified 
Reserve officers on active duty who desire a per- 
manent career in the United States Air Force. 
Reserve—Commissions are granted to qualified 
applicants who desire to serve with the United 
States Air Force either on active or inactive duty. 
Active duty—An applicant may request ex- 
tended active duty. After serving satisfactorily, 
an applicant may ask for additional duty if 
there are position vacancies or, if qualified, she 
may apply at any time after six months of active 
duty for a Regular commission. 
Inactive duty—With or without previous mili- 
tary service, an applicant may accept a Reserve 
commission with inactive status in the Women’s 
Medical Specialist Corps. A Reserve officer's in- 
terest in Reserve activities increases her profes- 
sional experience, makes her eligible for pro- 
motion, and gives her service points toward 
retirement. 


EDUCATIONAL AND PROFESSIONAL 
QUALIFICATIONS 


a. Must have a bachelor’s degree from an ap- 
proved college or university with major emphasis 
in physical education or the biological sciences 
(or, for a Reserve commission, must have com- 
pleted not less than three years [90 semester 
hours] in a school or university acceptable to The 
Surgeon General, USAF) . . . and 

b. Have been graduated from a training course 
in physical therapy approved by The Surgeon 
General, USAF. 


REQUIREMENTS FOR A REGULAR COMMISSION 


1. Applicants must meet the specific education 
qualifications for the Regular component; 


THE PuysicAL THERAPY REVIEW 


291 


2. Be single and, if divorced, must present 
documentary evidence; 

3. Be between 21 and 28 years of age (but 
should not be over 2714 years at the time of 
applying) ; 

4. Be physically and professionally qualified ; 

5. Have no dependents under 18 years of age; 

6. Have as six months of active duty as 
an Air Force Reserve officer immediately prior to 
application. 


REQUIREMENTS FOR A RESERVE COMMISSION 


1. Applicant must be a female citizen of the 
United States; 

2. Be physically and professionally qualified 

3. Possess good moral and personal qualifica- 
trons ; 

4. Be between 21 and 45 years of age; 

5. Meet the minimum educational requirements 
for a Reserve commission. 

Applicants may be single, married, or di- 
vorced; however, those with dependents under 
18 years of age are not normally ordered to 
extended active duty. 


How TO APPLY FOR A RESERVE COMMISSION 


Application forms may be obtained from: 
The Commanding General 

Continental Air Command 

Mitchel Air Force Base 

New York, N. Y. 

Attention: Medical Reserve Branch 
Office of The Surgeon General 

Hgs., United States Air Force 
Washington 25, D. C. 


ASSIGNMENT 


All newly commissioned officers entering on ex- 
tended active duty are usually assigned first to 
Air Force medical installations where they receive 
an indoctrination training course in Air Force 
customs, procedures, and technics. Later assign- 
ments lead to duty as staff members to military 
hospitals where their individual specialties are 
utilized on a rotating and progressional pattern. 


PROFESSIONAL OPPORTUNITIES 


A program of career guidance is in effect which 
insures the well-rounded professional development 
of the individual officer and builds and maintains 
the highest standards of medical service in the Air 
Force hospital. 

1. Planned rotation of assignments is designed 
to insure broad and comprehensive professional 
experience. 
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2. Opportunities to attend courses in related 
or allied subjects at military installations are 
available to all officers. 

3. Highly qualified officers of the Regular com- 
ponent are eligible to apply for postgraduate 
courses in their specialty leading to a master’s 
degree at institutions. 

4. Each year, qualified individuals who desire 
to become Air Force officers are selected to partici- 
pate in postgraduate training in courses which 
have been developed with the advice of the allied 
national professional association and the Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association. Students selected for 
these training programs are appointed in the 
United States Air Force Reserve (WMSC) and 
called to active duty in the grade of second 
lieutenant. 


SECURITY 


Numerous benefits, including dental and medi- 
cal care, hospitalization, annual leave, travel, and 
retirement privileges are available to members of 
the Women's Medical Specialist Corps. 


Annual Meeting of the National 
Health Council 


More cooperative thinking between the medical 
sciences and other fields—particularly engineering 
and education—is vital to the conservation of 
human resources, Dr. Detlev W. Bronk, president, 
Johns Hopkins University, told an audience of 
two hundred at the 31st Annual Meeting of the 
National Health Council in New York City, April 
6th. 

Chief speaker at a dinner session of Council 
member-agency delegates and their guests, Dr. 
Bronk, who is also president of the National 
Academy of Sciences, said: 

“The very fact that medical discoveries make 
possible new cures for diseases, new ways of pre- 
venting disease, new surgical and diagnostic pro- 
cedures, raises new economic problems which must 
be solved if these great medical discoveries are 
not to be tarnished by our inability to solve the 
social-economic problems which are thus created.” 

Dr. Bronk also urged that more consideration 
be given to the conservation and development of 
intellectual ability. He said: 

“The mere conservation of physical resources is 
not enough to satisfy men and women. . . . Cuti- 
osity and intellectual ability are among the most 
valuable assets of our national resources.” 
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Fear of the future, fear of the uses to which 
our mounting knowledge might be put, he warned, 
is sapping the confidence and courage of the Amer- 


ican people. 

Dr. Robert H. Parry, medical officer of health, 
Bristol, England, also spoke at the dinner on ex- 
periences in meeting the civil defense problems 
of that much-bombed city during World War II. 

Dispersal of the population, Dr. Parry declared, 
is the key to the saving of lives during bombing 
attacks. He continued: 

“We believe strongly in organizing the home 
and strengthening it as much as we can. We did 
not like the public shelters at all, on public health 
grounds, at for other reasons. They are difficult 
to keep dry. They are cold. And, of course, they 
collect large numbers of people together.” 

Civil defense plans of various government agen- 
cies and voluntary and professional organizations 
were discussed at an afternoon symposium on 
“Mobilization for Health Security—A Challenge 
to the Voluntary Health Agencies.” Leading the 
discussion were: 


Surgeon General Leonard A. Scheele 
U. S. Public Health Service 


Dr. Norvin C. Kiefer, Director 

Health Services & Special Weapons, Defense Di- 
vision 

Federal Civil Defense Administration 

Brig. Gen. Albert H. Schwichtenberg 

Armed Forces Medical Policy Council 

Department of Defense 


Dr. G. Foard McGinnes, Medical Director 
American National Red Cross 


Dr. George A. Lull 
Secretary & General Manager 
American Medical Association 


Dr. Harry S. Mustard, Chairman 
Committee on Public Health Defense Program 
American Public Health Association 


Miss Pearl McIver 

Past President, American Nurses’ Association 

Former Chairman, Joint Committee on Nursing 
in National Security 


Dr. Marcus D. Kogel 

Commissioner of Hospitals, New York City 

Director, Medical Emergency Division, New York 
City Office of Civil Defense 


At a morning business session of delegates of 
the National Health Council's thirty-six member 
agencies, the joint planning and action which con- 
stitutes the Council’s program were discussed. 
Closer relations with other agencies and coordi- 
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nating bodies in fields akin to health, it was 
agreed, are essential to proper discharge of the 
Council's expanding function. 

Dr. Ernest L. Stebbins and Dr. Thomas D. 
Dublin, Council president and executive director, 
respectively, described the past year’s progress in 
stimulating the development of local health de- 
partments and local health councils. ; 

The addition of a new member, the Association 
of Schools of Public Health, brought the total 
number of Council member agencies to thirty-six, 
compared with twenty-two in 1948. The meeting 
elected three associate members—American Dia- 
betes Association, American Physical Therapy As- 
sociation, and National Multiple Sclerosis Society 
—to active membership. 

During the last half of 1950, it was announced, 
five new agencies had joined the Council: Ameri- 
can Psychiatric Association, Arthritis and Rheuma- 
tism Foundation, National Medical Association, 
American Home Economics Association, and the 
National Association for Mental Health. The last- 
named resulted from amalgamation of the Na- 
tional Committee for Mental Hygiene, which had 
been a member, the National Mental Health Foun- 
dation and the Psychiatric Foundation. 

In its six-thousand-word annual report (avail- 
able on request) the Council stressed the ‘‘grow- 
ing recognition by the public that health is essen- 
tial to national security.” 

It urged member agencies, through their local 
and state affiliates, to participate more actively in 
joint community activities for expansion of health 
services. 
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Surgeon General Named 


The nomination of Major General George E. 
Armstrong to succeed Major General Raymond W. 
Bliss as Surgeon General of the Army has been 
confirmed. General Armstrong has served as Dep- 
uty to General Bliss during his four-year tour of 
duty and has been active in affairs of the American 
Medical Association..- 


“Ideas for Living” 


The March issue of the Paraplegia News de- 
scribes nine gadgets particularly adapted to making 
the daily life of the paraplegic more self-sufficient. 

The Paraplegia News is the official publication 
of the Paralyzed Veterans of America, with edi- 
torial offices at the Eastern Paralyzed Veterans 
Association, 99 Park Avenue, New York 16, 
¥. 


Congress Sessions 


The American Congress of Physical Medicine 
will hold its twenty-ninth annual scientific and 
clinical session at the Shirley-Savoy Hotel, Denver, 
Colorado. Scientific and clinical sessions will be 
given on the days of September 4, 5, 6, 7, and 8, 
1951, inclusive. All sessions will be open to physi- 
cians and other professional personnel. 


Judex to Cunent Literature 


Arthritis and Rheumatism 
Surgical Treatment of Deformities of Rheumatoid Ar- 
thritis of the Forefoot and Toes. William A. Larmon. 
Quarterly Bulletin of Northwestern University Medi- 
cal School, Spring 1951. 


Heat and Cold 

The Hypertherm in Medicine. A. J. King. British Jour- 

nal of Physical Medicine, March 1951. 
Injuries 

Injuries to the Elbow Region. 1. W. Kaplan. American 
Practitioner, March 1951. 

Recurrent Subluxation of the Ankle Joint. Knox Dunlap 
and Edward F. Wierzalis. U. S. Armed Forces Medi- 
cal Journal, March 1951. 


Miscellaneous 

Scientific Medical Writing. Johnson F. Hammond. Ar- 
chives of Physical Medicine, March 1951. 

Coordination of Community Services. Louise F. Galvin, 
Albert S. McCown, and W. H. Hoobler. Hospitals, 
March 1951. 

The Role of the National Foundation for Infantile Paral- 
ysis. Herbert T. Wagner. Hospitals, March 1951. 


Poliomyelitis 
Treatment of Bulbar Poliomyelitis. 1. A. Brown and A. 
B. Baker. Postgraduate Medicine, February 1951. 
An Epidemic Experience Report on Poliomyelitis. Mortis 
Greenberg. Hospitals, March 1951. 
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Abstracts 


The Polio Role of the Hospital 


Administrator 


Moir P. Tanner. In Hosprrats, 25: 
3:42, March 1951. 

The responsibility of a general 
hospital in providing facilities for 
the adequate care of infantile paraly- 
sis patients is a very real one and 
cannot lightly be tossed aside. It is 
on the shoulders of the hospital ad- 
ministrator mainly that this respon- 
sibility lies, and he should initiate 
the planning essential to future hos- 
pitalization of poliomyelitis patients. 

The head of any hospital which 
contemplates accepting infantile pa- 
ralysis patients should have some 
knowledge regarding the special 
treatment technics involved. He 
should realize that to accept these 
cases, adequate space, equipment, and 
personnel must be ready on very 
short notice 

The greatest a hospital 
administrator in solving his prob- 
lems is an official Polio Committee, 
of which he should be a member 

The responsibility of the hospital 
and the administrator does not end 
with merely the admission of in- 
fantile paralysis patients. He must 
see that the patient is not only pro- 
vided with adequate medical care 
but also with a proper recreational 
program and educational facilities 

The administrator will come to 
realize—if he has not already done 
so through previous polio experience 

that the polio patient's race, creed, 
or color does not alter the shock to 
the parents, and he will find that 
his contacts with parents of these 
polio patients can be enhanced if 
monthly meetings of parents and 
hospital staff are arranged. At such 
meetings the parents will have op- 
portunities to talk to the nurse, the 
physical therapist, the physician, as 
well as the hospital administrator 
Attendance on the part of members 
of the hospital staff caring for the 
patients should be required. 

There can be no minimizing the 
extent of a hospital administrator's 
responsibilities as they relate to 
polio, but they are not insurmount- 
able. They can be solved by proper 
planning and cooperation with the 
other volunteer and official agencies 
of a community. 
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Rehabilitation Services for the 
Polio Patient 


Howard A. Rusk, M.D. In Hos- 
PITALS, 25:3:49, March 1951. 

Early diagnosis and hospitalization 
and improved acute care are not 
enough for those persons stricken 
with poliomyelitis, for they do not 
meet the needs of the patients who 
are left with severe disability. A 
diversified but integrated program 
must be developed for such patients 
on the basis of their needs in meet- 
ing day-to-day life situations. They 
must be provided with a program of 
training that will teach them to 
utilize all their residual abilities to 
the maximum. 

The practice of rehabilitation be- 
gins with the belief in the basic 
philosophy that the physician's re- 
sponsibility does not end when the 
acute illness is ended; it ends only 
when the patient is retrained to live 
and work with what he has left. This 
basic concept of the physician's re- 
sponsibility can be achieved only if 
rehabilitation is an integral part of 
medical care. 

In Bellevue and Goldwater Hos- 
pitals and at the Institute of Physical 
Medicine and Rehabu'litation, after 
the basic medical work and the range 
of motion, muscle strength, and 
needs of daily living tests, the physi- 
cians, in conference with other staff 
members, prescribe a _ five-hour-a- 
day program for the patient. These 
prescribed activities include training 
in ambulation and elevation, physical 
therapy, occupational theravy, speech 
therapy, therapeutic exercise, social 
service, psychological services, or any 
other activity which may be helpful 
in meeting the needs of the patient. 

Although it is obvious that the 
small community hospital cannot af- 
ford the space, equipment, and per- 
sonnel for such a full, comprehensive 
rehabilitation program, the basic ac- 
tivities of physical rehabilitation can 
be carried out in a small physical 
therapy department if it is well or- 
ganized and staffed by trained phys- 
ical therapists 

Where visiting nurse services and 
home care programs are available, 
much of the physical rehabilitation 
can be carried on in the home with 
periodic visits to the hospital's out- 
patient physical therapy department. 

There are numerous community 
services which can contribute to the 
rehabilitation of the patient. It is the 
responsibility of the physician and 
the hospital administrator to see that 
the patient and his family are aware 
of these resources and that proper 
referral is made to them. 
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The Indiana Planning Commit- 
tee for Polio 


LeRoy E. Burney, M.D. In Hos- 
PITALS, 25:3:39, March 1951. 

The State Polio Planning Commit- 
tee was established as a temporary 
expedient in an emergency, but it 
worked so well, both as a planning 
and an action group, that all repre- 
sentatives requested it continue on a 
permanent basis. 

Some of the accomplishments of 
this committee were (1) a closer 
integration of all groups—voluntary 
and official—concerned with the di- 
agnosis, care, treatment, and reha- 
bilitation of poliomyelitis cases; (2) 
an understanding of the services 
which each group had to offer; (3) 
an agreement upon uniform policies 
affecting the care and treatment of 
poliomyelitis patients, and (4) gen- 
eral recommendations to the com- 
munities in the event of the recur- 
rence of poliomyelitis. Most impor- 
tant of all, this committee demon- 
strated that voluntary and official 
health agencies, the medical profes- 
sion, the hospital administrators, and 
others concerned with problems re- 
lating to poliomyelitis can work to- 
gether effectively for the best inter- 
ests of the patient, the community, 
and the state. 


Diagnostic Screening, Admission, 
and Follow-up in Acute Stage 


Alex J. Steigman, M.D. In Hos- 
PITALS, 25:3:44, March 1951. 

Diagnostic screening is a clinical 
rather than an institutional problem. 
Admissions should be a_ medical 
rather than an institutional problem, 
and they should be confined to those 
patients for whom the “gain of hos- 
pitalization is worth the pain.” Pa- 
tients severely paralyzed, those with 
severe pain, or those with respiratory 
and bulbar or urinary complications, 
should make up the patients pri- 
marily considered for admission to 
hospitals except for those mildly ill 
patients who live in such remote 
places as te be away from adequate 
medical and hospital care. 

Follow-up arrangements in the 
acute stage involve the linking to- 
gether of a number of interested 
parties. For this, the intelligent liai- 
son work of the modern medical 
social service worker is of paramount 
importance. 

In the wake of an epidemic, the 
handling of such patients in groups 
and clinics for follow-up arrange- 
ments is frequently more feasible 
and desirable than any other arrange- 
ment. 
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Planning for Home Care 


Treatment 


Emil D. W. Hauser, M.D. In Hos- 
PITALS, 25:3:47, March 1951. 


The ultimate goal of treatment for 
poliomyelitis is the rehabilitation of 
the individual. To assure this goal, 
home care treatment is essential, and 
unless treatment in the hospital is 
followed up by a program of treat- 
ment in the home, the benefits of 
hospital care could be lost. 

There is an emotional and psy- 
chological improvement with the re- 
turn of the patient to his home, 
after the original adjustment has 
been made. Also, there are more op- 
portunities for doing functional ex- 
ercises in the home than in the hos- 
pital. Readjustment of the patient to 
his normal environment is aided by 
home care, and since the objective 
in all cases is rehabilitation of the 
individual to normal, we want to 
place the patient in his normal en- 
vironment as soon as this is feasible. 
During the hospitalization the aim 
is to secure the maximum bene‘its of 
hospital care in as short a time as 
possible. This necessitates the con- 
certed efforts of the orthopedist, 
physical therapists, occupational ther- 
apists, nurses, medical social worker, 
and others on the hospital staff. 

The greatest problems in the care 
of poliomyelitis are presented by the 
respirator cases and those patients 
who are so severely paralyzed as to 
be totally dependent. When the point 
is reached where the improvement 
from hospital care is no greater or 
is not so great as the improvement 
which would be obtained if the pa- 
tient were at home, these patients 
should be selected for home care. 

Home care requires teaching par- 
ents or other members of the family 
to follow through with the treat- 
ment which was initiated in the hos- 
pital. Before the patient leaves, spe- 
cific instructions are given for the 
family’s part in the program of home 
care. This includes the exact way of 
carrying out exercise, the amount of 
exercise to be allowed, the amount 
of rest which is required, and con- 
trol of the diet and administra- 
tion of tonics. This is accomplished 
through a conference of family, phy- 
sician, and physical therapist. 

Contact with the personnel that 
gave attendance at the hospital is 
continued, for those who can 
transported, through the outpatient 
department. Muscle tests are made as 
necessary, progress is recorded, exer- 
cises are checked, and further treat- 
ment is prescribed and taught the 
patients. These periodic check-ups 
assure continued progress. 
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In some cases where the patient 
is completely home-bound, visits are 
made to the home by the medical 
social worker, the physician, and the 
physical therapist. Close coordination 
must be maintained between the med- 
ical staff of the hospital and the 
physical therapy staff of the Visiting 
Nurse Association. 

As the patient becomes ambula- 
tory it is more economical to provide 
treatment at a central establishment 
such as a rehabilitation center or a 
Visiting Nurse Association treatment 
center. 

in some cities the public school 
system and the parochial schools pro- 
vide special teachers for the con- 
tinuance of education of the child 
while he is in the hospital and while 
he is confined to his home. Later, 
the schools for crippled children are 
a great asset. 

Occupational therapy also is 
started at the hospital and continued 
at home. It frequently is a very im- 
portant factor in recovery of func- 
tion. 

All of the factors in the home 
care program are coordinated through 
the medical social service depart- 
ment. If this type of organization is 
not available, the problem can be 
met adequately, particularly on a 
smaller scale, if the family is prop- 
erly trained, if the patient's care is 
followed up at home, and if sus- 
tained interest is shown until such 
time as the patient has become totally 
rehabilitat 


Psychological Preparation of the 
Amputee 


Henry H. Kessler, M.D., Newark, 
N. J. In INDUSTRIAL MEDICINE AND 
SuRGERY, 20:3:107, March 1951. 

Where formerly the amputee was 
given only isolated and fragmentary 
attention, or, more usually, left en- 
tirely to his own inadequate re- 
sources, we now realize that only a 
total program of physical and men- 
tal rehabilitation can properly meet 
his needs. 

Physical reconditioning ‘s espe- 
cially valuable to the leg amputee 
in providing for the patient the nec- 
essary preparation for the wearing 
of a prosthesis. Medically prescribed 
exercises, gymnastic activities, and 
competitive sports offer both phys- 
ical and mental stimulation for the 
convalescing amputee. A_ valuable 
opportunity is lost if the hospital 
period is not used for psychological 
conditioning and preparation for his 
future. 
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Recent Avances in Physiotherapy 


L. J. Barford, D.M. In THe BritisH 
JOURNAL OF PHySICAL MEDICINE, 
14:2:25, February 1951. 

Physical medicine is today show- 
ing signs of becoming divided into 
further specialized fields. Special 
units have already developed for 
poliomyelitis, cerebral palsy, reha- 
bilitation, orthopedics, and the rheu- 
matic diseases. The physiatrist and 
the physical therapist cannot adopt 
the expectant method of treatment. 
They cannot apply their specialty by 
being inactive. 

Some of the newer aspects of phys- 
ical medicine are mentioned, but no 
attempt has been made to give de- 
tails of technics. As well as the 
newer application of old methods, 
mention is made of the electromyo- 
graph, the microtherm, and_ ultra- 
sonotherapy. 


Epidemic Poliomyelitis 


Harry M. Weaver, New York City. 
In THE New ENGLAND JOURNAL OF 
MEDICINE, 243:26:1019, December 
28, 1950. 

Although the program of research 
against poliomyelitis has not as yet 
provided a practical means cf con- 
trol for the human malady, it has 
produced a vast store of knowledge 
about the human and experimental 
forms of the disease. This research 
has cleared up much of the confusion 
that existed twelve years ago, and 
has produced sufficient knowledge to 
permit definition of the lines of at- 
tack that might reasonably be ex- 

ted to provide a means of control 
or the human disease. 

It appears to be consistent with 
present knowledge to say that there 
is little reason to hope that the virus 
can be eliminated from the environ- 
ment or that human exposure to it 
can be effectively prevented. It is 
equally doubtful that much can be 
accomplished through serotherapy. It 
has been learned that complete re- 
covery from poliomyelitis can be en- 
sured only if destruction of nerve 
tissue by the virus can be prevented. 

Although it is true that present 
methods of nonspecific therapy have 
saved lives and reduced the amount 
of crippling, there is no prospect that 
such treatment, however much it is 
improved, can prevent destruction of 
nerve tissue. There is, however, much 
support for the statement that control 
of human poliomyelitis is attainable 
through chemotherapy, chemopro- 
phylaxis and seroprophylaxis, and 
vaccination. Some of these have 
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already been proved to be effective 
against the experimental form of the 
disease. The major problem today is 
to determine which, if any, of these 
might provide a practical means of 
control for the human disease. 


Treatment of Alopecia Areata 


Nelson Paul Anderson, Los Angeles. 
In POSTGRADUATE MEDICINE, 9:2: 
157, February 1951. 

The successful treatment of alope- 
cia areata has more to do with the 
art than with the science of medi- 
cine. The host of entirely different 
therapeutic procedures, all of which 
have been used with considerable 
success, testifies to the truth of this 
statement. Many, if not most, of the 
patent-medicive hair restorers, reju- 
venators, mange cures, and the like 
owe their chief claim to fame to 
their success in causing the regrowth 
of hair in this capricious condition. 
Nevertheless the condition can and 
should be treated, because of its 
psychogenic effect upon the patient. 

Among the office procedures which 
may be used is the application of 
ultraviolet light. This may be ad- 
ministered by means of the ordinary 
quartz light, the cold quartz light, 
or the carbon arc light. In instances 
where the loss of hair in patches is 
widespread such treatments may be 
given in gradually increasing doses 
to four areas of the scalp (e.g., the 
top, laterally, and posteriorly). Care 
should be taken in such cases to 
protect the ears and skin adjacent to 
the scalp by means of a clean towel 
which covers the forehead, ears and 
posterior neck. It should be applied 
fairly tightly and held in place by 
a hemostat. The first or test dose 
should be one which produces a 
mild erythema. The dosage is gradu- 
ally increased by 15 to 30 seconds 
at weekly intervals until a total 
time of four to five minutes for each 
region treated is reached. 

If the area of alopecia areata is 
small and solitary, one may use 
either the air-cooled or water-cooled 
ultraviolet if this is available. With 
either of these pieces of ultraviolet 
equipment smaller time exposures 
must be used. However, such small 
areas may also be treated by any 
ultraviolet light apparatus by making 
a window or opening in a paper 
towel. The protection at all times 
of the patient's eyes, as well as those 
of the operator, is to be stressed. 
Such ultraviolet light treatments 
should be given once weekly for 
three to four months or longer be- 
fore they are abandoned. 
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If ultraviolet light therapy is not 
available or has already been tried 
without success one may paint small 
limited areas with pure phenol 
which is neutralized within 10 to 
12 seconds by ethyl alcohol. 

For local use at home the patient 
may be given stimulating and anti- 
parasitic preparations in ointment 
form. 


Treatment of Rheumatoid 
Arthritis 


Eugene E. Simmons and Robert S. 
Long, Omaha. In PosTGRADUATE 
MEDICINE, 9:1:55, January 1951. 

The treatment of rheumatoid ar- 
thritis can be divided into general 
and specific measures. General meas- 
ures of proved value are: attention 
to nutrition, correction of anemia, 
relief of pain, maintenance of joint 
mobility, prevention of deformities, 
preservation of muscle strength and 
tone, and psychotherapy. 

The judicious use of heat in any 
form to the affected joints is of 
great benefit in helping to relieve 
pain and maintain joint mobility. 
Heat may be used in the form of 
hot baths, hot packs, hot water bot- 
tle, electric heating pad, or infra- 
red lamp. Hot wax has been found 
to be especially useful in controlling 
the painful, swollen, stiff finger, 
hand, and wrist joints. Heat is most 
useful if of only moderate intensity, 
maintained for periods of one to 
two hours, and repeated three to 
five times daily. If the heat is too 
intense or prolonged, discomfort and 
restlessness may actually be increased. 

During the acute phase of the ar- 
thritis, mobility must be maintained 
by daily passive motion of each 
affected joint through as full a 
range of motion in all planes as 
can be tolerated by the patient. Ac- 
tive motion, “exercises,” and weight 
bearing should be discouraged dur- 
ing the active phase. Rest of the 
affected joints and of the entire 
body is of prime importance. 

It is very important to prevent 
deformities. The patient must be 
observed frequently and any tendency 
toward flexion deformities must 
counteracted at once. It may be nec- 
essary to use split casts, splints, or 
braces during a part of the day or 
night. In this connection, the coun- 
sel and advice of a competent ortho- 
pedic surgeon is invaluable. If de- 
formities have occurred, active ortho- 
pedic treatment with the use of 
corrective splints, braces, or surgical 
procedures should be carried on by 
a competent, interested orthopedic 
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surgeon after the disease has become 
quiescent. 

One of the outstanding features 
of rheumatoid arthritis is the marked 
muscle atrophy which takes place. 
This must prevented insofar as 
possible by the use of daily, gentle, 
muscle massage. If this attention to 
the muscles is neglected, there may 
be such loss of strength and tone that 
the patient is unable to manipulate 
the joints properly even after the 
active arthritis is relieved. 

Massage should be given to all 
the major muscle areas of the body. 
A member of the family should be 
instructed by the physician in the 
correct manner of giving this gentle 
massage. This is not only more 
economical for the patient. but a 
member of the family is less likely 
to do harm by too-vigorous massage 
than an improperly trained or dis- 
interested professional masseur. The 
massage and manipulations should 
be of such gentleness that pain, dis- 
comfort, or fatigue do not persist 
for more than one hour easels. 


Management of the Ambulant 
Arthritie Patient 


Arthur M. Pruce, M.D. In Tue 
JOURNAL OF THE MepDIcAL Assocta- 
TION OF GEORGIA, 40:3:101, March 
1951. 


The great bulk of arthritic patients 
seen in an active hospital, clinic, and 
private practice are ambulant. As 
long as they are ambulant the objec- 
tives of good management would 
be maintenance of this ambulation 
through control of pain and stiffness, 
retention of functional motion, and 
protection against deformity. 

An effective program must offer 
simple, readily available, and inex- 
pensive measures. A single hormone 
or a single drug or one physical 
modality would be the ideal answer; 
however, with rare exceptions, ar- 
thritis and rheumatism cannot be 
cured by any specific measure, or 
one course of treatment. Each case 
requires a program adapted to its 
individual manifestations. 

In treating an arthritic hand, the 
author suggests the injection of no- 
vocain for fibrositis, with hot paraf- 
fin dips and local massage as sup- 
plementary measures. When rheuma- 
toid arthritis of the hand is active 
and progressive, splinting in a func- 
tional position usually will relieve 
pain, cause muscle spasm to sub- 
side, and permit early motion. After 
removal of the splint, hot paraffin 
packs are effective in overcoming 
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residual muscle spasm and pain, as 
well as improving circulation. In 
chronic degenerative joint disease in- 
volving the fingers, ethyl chloride 
spraying of these areas during acute 
pain has produced a satisfactory an- 
algesia. The patient is taught how 
to self-spray to the point of cooling 
with precaution against freezing the 
area. When acute inflammation has 
—. hot paraffin packs are use- 
ul 

Cervical arthritis with or without 
nerve root pain is very common, and 
the most important tool in its man- 
agement is neck traction with a 
halter. Traction, to be effective, must 
separate spinal segments, which can 
be accomplished by the use of a 
head halter and adequate weights. 
This is followed by diathermy and 
massage. These measures are sup- 
plemented by a traction program at 
home, the prescribed program vary- 
ing according to such factors as the 
patient's symptoms and _ response. 
Symptomatic treatment includes hot 
wet packs and sedatives through the 
acute stage. As pain subsides, cau- 
tious active motion to restore a func- 
tional range is introduced. 

Degenerative joint disease or os- 
teoarthritis probably is the most com- 
mon pathology associated with back 
ache in the older patient. The short- 
ened lumbar muscles are treated with 
diathermy and deep massage. With 
relaxation of the contractured spinal 
muscles, — for the atonic ab- 
dominal and gluteal muscles are pre- 


scribed. For back muscles in pain- 
fully acute spasm, an adequate corset 
support is far superior to adhesive 
strapping. 


In the lower extremity, the knee 
joint is the most often involved, the 
most often seen. In the acute phase, 
short periods of bed rest are superior 
to crutches. Usually the treatment of 
painful knee consjsts of the readily 
available application of heat. Un- 
fortunately, the misuse of heat is a 
common occurrence. It is a mistake 
to apply the heat to the anterior 
aspect of the knee, although it is 
true that “baking” will have a local 
and transitory analgesic effect. Exces- 
sive “baking” of a swollen knee will 
engender a chronic passive conges- 
tion, thereby aggravating local dis- 
ease. Diathermy of the knee here is 
contraindicated. Associated with the 
swollen knee is shortening of the 
hamstrings, atrophy, and weakness of 
the quadriceps femoris. Rationally, 
heating should be applied to the 
hamstrings to release muscle spasm, 
and when pain subsides in the knee, 
progressive exercises of the quadri- 
ceps should be instituted to obtain 
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and maintain proper alignment of 
the joint. 

Although cortisone and ACTH 
have been heralded as the cure for 
rheumatic and arthritic diseases, we 
know of their effects only in gout 
and in the collagen group, especially 
rheumatoid arthritis. There is no 
convincing evidence that any single 
hormone, or drug, or physical meas- 
ure can cure rheumatic or arthritic 
diseases. 


Physical Medicine and Rehabili- 
tation: The Problems of Edu- 


Howard A. Rusk, M.D., New York. 
In ARCHIVES OF PHysiCAL MepI- 
CINE, 32:3:137, March 1951. 


In the undergraduate, graduate, 
and postgraduate teaching in physi- 
cal medicine and rehabilitation we 
cannot emphasize too strongly that 
the underlying fundamental is the 
teaching of good medicine. This is 
difficult, for the specialists in our 
field must have at least abasic 
understanding of medical, surgical, 
orthopedic, neurological, and psychi- 
atric problems, both diagnostic and 
therapeutic. We cannot accept with- 
out question the diagnosis, evalua- 
tion, and therapeutic prescriptions 
of our colleagues without a reevalu- 
ation if we are to accept the respon- 
sibilities of specialized care. The 
surgeon does not operate on the di- 
agnosis of the internist without him- 
self examining the patient. This is 
true throughout all of medicine 
where good medicine is practiced. 
We must stand on the same firm 
cornerstone. 

We must also remember, in dis- 
cussing both education and the prac- 
tice of physical medicine and re- 
habilitation, that this is a combined 
specialty. There will be some in the 
specialty whose primary interest is 
in physical medicine as it obtains to 
the routine treatment of acute con- 
ditions as well as to the rehabilita- 
tion of the disabled. There are some 
whose primary interest is in the 
problems of rehabilitation, taking 
into consideration the medical, psy- 
chological, psychiatric, social, voca- 
tional, and all other aspects that 
have to do with the total rehabili- 
tation of the individual. 

When the physician is capable of 
Standing his ground in medicine 
generally and can add to this the 
special technics and modalities per- 
tinent to his particular field, he is 
then a specialist, not only in name 
but in reality. 
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Results of Treatment of Sub- 
acromial Bursitis in 340 Cases 
Guy A. Caldwell, M.D., and Byron 
M. Unkauf, M.D. In ANNALS OF 
SURGERY, 132:3:432, September 
1950. 

The records of 485 patients with 
subacromial bursitis treated in the 
Ochsner Clinic during the seven- 
year period ending July 1949, were 
analyzed in an effort to evaluate the 
various methods of treatment em- 
ployed. The treatments most used, 
regardless of the stage of the disease, 
were procaine injections and roent- 
genotherapy, each supplemented by 
physical therapy; some patients were 
treated with physical therapy alone. 
Follow-up reports of the results ob- 
tained on 340 patients after an aver- 
age period of three years were ana- 
ied with reference to stage of the 

isease at the time treatment was 
given. Analysis of these results in- 
dicates that: 

Satisfactory relief of pain and 
restoration of a useful range of 
motion may be obtained by conserva- 
tive measures in 70 to 85 percent 

cases. 

Roentgen therapy is an effective 
measure for the relief of pain pro- 
duced by tension within the supra- 
spinatus tendon in 85 percent of 
cases. 

Physical therapy is a necessary 
adjunct to all other measures that 
may be employed. Most patients 
were advised to have some form of 
heat applied to the shoulder, fol- 
lowed by gentle massage to relax 
the muscles, and then to practice 
circumduction movements and other 
stretching exercises to combat the 
formation of adhesions. Heat, mas- 
sage, and stretching exercises were 
used, whether carried out at home 
or by a physical therapist. However, 
most patients were treated by an ex- 
perienced physical therapist, at least 
until the patient became reasonably 
comfortable and had mastered the 
technic of doing the exercises prop- 
erly. Physical therapy alone is ade- 
quate for many subacute or mild 
chronic cases. 

Recurrent attacks are to be antici- 

ted in 22 percent of the cases 

ollowing acute or subacute symp- 
toms and in 33 percent of patients 
with chronic symptoms. 

The presence or absence of calci- 
fied deposits seems to have no rela- 
tion to the various stages nor to the 
incidence of recurrent attacks. 

The longer the symptoms have 
potas the poorer the outlook 

relief by conservative measures. 
In the chronic group of cases 33 
percent had poor results. 
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Resumption of Activity Follow- 
ing Certain Tendon Transfers to 
the Digits 


Charles R. Brooke, M.D., Provi- 
dence, R. 1, and John F. Cullinan, 
West Roxbury, Mass. In ARCHIVES 
oF PHyYsiCAL MEDICINE, 32:3:156, 
March 1951. 


This paper outlines an approach 
to the postsurgical treatment of ten- 
don transfers by active and active- 
resistive exercises and, where indi- 
cated, by the judicious use of electric 
stimulation. A technic in the appli- 
cation of certain exercises, which 
Brooke and Cullinan believe to be 
original, is described. Certain con- 
ditions may exist that exert influ- 
ences contrary to maximum func- 
tional recovery and over which the 
physical therapist and patient have 
no control. The presence of such 
conditions usually is pointed out by 
the surgeon, who will estimate the 
degree or extent of movement to be 
considered as maximum. Being aware 
of the conditions of the involved 
structures at the time of surgery, he 
should instruct the physical thera- 
pist in the degree of joint motion 
that is compatible with the safety 
of the tendon sutures. This should 
be so, especially in the initial at- 
tempts at motion. 

Extreme care should be taken in 
the administration of electric stimu- 
lation. The danger to the tendon 
anchorage is so great that the in- 
tensity of the stimuli should be 
gradually increased from zero to 
the point at which a faintly percep- 
tible tendon flicker is observed. It 
should be clearly understood that 
electric stimulation is only a sub- 
stitute for voluntary exercise and 
should not be used where active 
motion is possible. 

The forerunner of any given 
movement is the bodily “need” of 
it. This “need” usually is interpreted 
as the prior stimulus, but the need 
or desire to perform or carry out a 
specific movement will be unrequited 
if the patient has lost or does not 
possess the memory of having per- 
formed the act 

Reciprocal inhibition of antago- 
nists is necessary to smoothly inte- 
grated movement but a priori is 
shared by the physiological distri- 
bution, through surgical efforts, of 
motor units. Difficulties encountered 
in the proper execution of these 
movements, more often than not, 
are due to imbalance of relative 
muscle strength. 

It is obvious that following tendon 
transfer the resultant movement is 
“new” and it is not “taught”; 


not 
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“old” and as such has 


rather, it is 

established a neural pattern. 
Surgical procedures determine the 

type and scope of the movement; 


seldom is it of the pure, pre-injury 
type. The result of the first volun- 
tarily induced attempt, therefore, 
will be specific under the existing 
conditions; it cannot be changed by 
exercise and is amenable only to 
increase in strength. 

Visual orientation is of great im- 
portance, particularly where there 
has been extensive nerve damage. 
Loss of physiologic awareness of 
position in space following such 
damage is compensated for, at least 
to some degree, by the use of the 
“simulated muscle-tendon.”” Its ap- 
plication is simple, conforming to 
the origin and insertion of the trans- 
fer. It is used not as a means of 
producing passive movement, but 
to impart visual impression of the 
lines of pull of the transferred 
tendon. 

The conclusion is reached 
the application of the “simulated 
muscle-tendon” method is a valu- 
able restraining adjunct in the post- 
surgical resumption of activity, fol- 
lowing tendon transfer. 


that 


Motivation of Children with 
Multiple Functional Disabilities: 
Hartwell Method 


R. Plato Schwartz, M.D.; Frederick 
N. Zuck, M.D.; Frances H. Par- 
sons, Ph.D.; Kathieen Wingate, 
R.N.; Thomas Lacey I, M.D.; and 
Moulton K. Johnson, M.D. In Jour- 


NAL OF THE AMERICAN MEDICAL 
ASSOCIATION, 145:13:951, March 
31, 1951. 


At the Edith Hartwell Clinic the 
traditional methods of passive phys- 
ical therapy and rigid — were 
applied to patients with neuromus- 
cular disorders such as cerebral palsy. 
This form of therapy was not pro- 
ductive, so a new, active approach 
was formulated. This approach has 
for its basis the following premise: 
A child's development is no greater 
than the sum of his successful 
voluntary efforts to express himself 
emotionally, intellectually, and phys- 
ically; children with neuromuscular 
disorders can be stimulated to vol- 
untarily attempt various activities; 
if the activities are suitably simpli- 
fied, the patient's efforts will be 
successful; successes will encourage 
the child to attempt the increasingly 
complex activities that lead to phys- 
ical independence. 

The child with cerebral palsy pre- 
sents an aggregate of disabilities. To 
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assure successful voluntary efforts, 
the child's environment must be sim- 
plified to the level of his emotional, 
intellectual, and physical resources 
regardless of chronologic age. This 
has been done through the creation 
of motivating devices. Examples of 
the application of these are given. 

The physical disability is only one 
aspect of any cerebral palsy patient's 
multiple handicaps. The professional 
staff now directs attention to the 
full exploration of each child’s emo- 
tional and intellectual resources re- 
gardless of the age in years. By ini- 
tiating voluntary successful physical 
efforts the patient is graduated to 
successively more complicated func- 
tions as required for physical inde- 
pendence. 


Effect of Venous Occlusion on 
Peripheral Arterial Blood-Flow 


Jesse E. Thompson, M.D., and John 


R. Vane, B.Sc. In THe LANceT, 
No. 6651, p. 380, February i7, 
1951. 


Intermittent venous occlusion, by 
means of a pneumatic cuff placed 
around the thigh, was introduced in 
1936 by Collens and Wilensky for 
the treatment of patients with ob- 
literative vascular disease. Since its 
introduction numerous other investi- 
gators have examined thera- 
peutic effects of intermittent venous 
occlusion in man, yet there does 
not seem to be any unanimity about 
its efficacy. 

In this investigation Thompson 
and Vane studied the acute effects 
of venous occlusion on the rate of 
arterial flow in animals by two di- 
rect methods not previously used 
for this purpose; namely, perfu- 
sion and serial radiography. They 
found that during venous occlusion 
the arterial inflow to the extremity 
decreases. Also, after release of the 
occlusion, there is commonly a tran- 
sient increase in arterial flow above 
the pre-occlusion level, but this re- 
active hyperemia does not compen- 
sate for the decreased flow during 
occlusion. The rate of flow follow- 
ing release is equal to, or less than, 
the rate preceding occlusion; never 
higher. 

Serial radiography showed a delay 
in the filling of the vessels on the 
occluded side, and a considerable 
reduction in the number of visible 
smali arterial vessels under the in- 
flated cuff. 

There is no direct experimental 
evidence in man or in animals to 
substantiate the view that venous 
occlusion increases the arterial blood- 
flow to an extremity. 
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Tonsillectomy and Adenoidec- 
tomy and Poliomyelitis 


Alden H. Miller, M.D., Los Angeles. 
In ARCHIVES OF OTOLARYNGOLOGY, 
53:2:160, February 1951. 


A survey of the 1,229 cases of 
poliomyelitis occurring in Los An- 
geles County during the epidemic 
year 1949 has been made in an at- 
tempt to determine whether there is 
any relationship between a recent 
tonsillectomy and adenoidectomy op- 
eration and (1) the incidence of 
poliomyelitis and (2) the develop- 
ment of bulbar poliomyelitis; as well 
as in an attempt to determine whether 
(3) tonsillectomies and adenoidec- 
tomies should be discontinued dur- 
ing the summer months of highest 
poliomyelitis incidence. 

The results of the statistical anal- 
ysis indicate no clinically or sta- 
tistically significant deviation be- 
tween the actual and expected inci- 
dence of poliomyelitis developing in 
Los Angeles County during 1949 in 
patients recently tonsillectomized and 
adenoidectomized, even in the months 
of July through October. In view 
of these observations, no reason 
seems to have been found to discon- 
tinue indicated tonsillectomies and 
adenoidectomies during the summer 
months. 


The Frozen Shoulder: Treatment 
by Manipulation 


A. G. Timbrell Fisher. In THe Brit- 
ISH JOURNAL OF PHysICAL 
CINE, 14:3:49, March 1951. 


X-ray examination should immedi- 
ately precede any form of physical 
or manipulative treatment of stiff 
or frozen shoulder. In the earlier 
stages, measures of physical treat- 
ment—such as heat in its various 
forms, short-wave diathermy, mas- 
sage, or assisted and passive move- 
ments—may be of great value, com- 
bined with rest to the joint (not 
necessarily complete) and such 
purely medical measures as may be 
deemed necessary. By such treat- 
ment, adhesions often may be pre- 
vented and the patient may recover 
with full movement of the joint 
and functional use. 

Unfortunately, by the time the 
patient reports to the physician, 
marked stiffness often has already 
supervened. Furthermore, even if 
the patient has reported early, im- 
provement by the physical treat- 
ments mentioned above may some- 
times fail to prevent the onset of an 
obstinate type of stiffness, which 
may be general or may involve some 


THE PuysicaL THERAPY REVIEW 


particular movement, such as rota- 
tion. In such cases, when stiffness 
due to adhesions already has de- 
veloped, it often is possible to 
improve or even to cure by the 
measures mentioned above (and par- 
ticularly by exercises with weights 
and pulleys or in the suspension 
apparatus), supplemented by gentie 
manipulation by the physical thera- 
pist. 

It is important, however, when it 
is found that progress is not being 
made, to resort to manipulation 
under anesthesia, with the important 
proviso that this should always be 
performed by a qualified doctor who 
has specialized in the subject, for 
otherwise the manipulation may 
useless or even dangerous. 

After-treatment is a very important 
principle, especially in the form of 
exercises to maintain and consolidate 
the increased range obtained by the 
manipulation and to develop the 
wasted muscles. It should not be 
deferred for several days, but should 
commence immediately, as soon as 
possible after the patient has re- 
covered from the anesthetic. 

It is a wise plan to be content, in 
such cases, with a slight or moderate 
degree of improvement, to follow 
up the manipulation by the after- 
treatment described above, and then 
to repeat the manipulation in about 
a week's time. This process may have 
to be repeated, but it is rarely nec- 
essary to perform more than three 
manipulations even in a severe case. 


Experience with Cortisone in the 
Treatment of Rheumatoid Ar- 
thritis 


Paul J. Bilka and Gordon Cader, 
Minneapolis. In PostTGRADUATE 
MEDICINE, 9:3:231, March 1951. 


The authors describe their clinical 
experience in the treatment of rheu- 
matoid arthritis with cortisone. Sev- 
eral dosage schedules were used in 
an attempt to produce more lasting 
benefits from this powerful and 
dramatic agent. 

Cortisone Combined with Inten- 
sive Physical Therapy: It has been 
a common observation for patients 
with mild or recent flexion con- 
tractures of various joints to find 
these previously deformed joints 
straightened out and returned to a 
normal range of motion often within 
a matter of days after the initiation 
of cortisone therapy. More severe or 
long-standing contractures, however, 
are only partially relieved. In these 
instances, physical therapy is of 
special value. The marked reduction 
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in the active rheumatoid process due 
to cortisone allows for more inten- 
sive physical therapy measures. 
Joints can be manipulated with the 
production of much less pain and 
muscle spasm. The patient can more 
actively participate in muscle train- 
ing. 

So convinced are the authors of 
its value, that physical medicine 
has been made an integral part of 
the program of almost all patients 
to whom they have given cortisone. 

Case reports are given, one of 
which illustrates the value of com- 
bined cortisone and physica! therapy 
with the maintenance of a mechani- 
cal gain, despite the recurrence of 
the active rheumatic symptoms on 
cessation of cortisone. 

In another case report, the les- 
sened pain and muscle spasm, and 
greater ease in carrying out physical 
therapy during the fiest of two hip 
cup arthroplasties when cortisone 
was used, as compared with the 
second arthroplasty when cortisone 
was not used, were very apparent. 


Head Traction Attached to Cor- 
set in Care of Scoliosis 


Robert L. Bennett, M.D., Atlanta. 
In ARCHIVES OF PHYSICAL MEpI- 
CINE, 32:2:84, February 1951. 

The treatment of scoliosis by pre- 
ventive or corrective physical meas- 
ures probably is the most difficult 
problem faced by the physiatrist in 
the care of neuromuscular diseases. 
The goal of his endeavors is to re- 
store and/or maintain normal aline- 
ment of the spine, or at least to 
maintain sufficient mobility so that 
growth will not cause increased 
curvature, and to hold maximum 
correction by his conservative meth- 
ods so that any necessary surgical 
procedure can be deferred until the 
optimum age for greatest success. 

The control of scoliosis by con- 
servative measures depends upon very 
early recognition of the causative 
and accelerating factors and imme- 
diate restriction of activity, on phys- 
ical therapy and on supportive ap- 
paratus. 

Commonly used corsets, jackets, 
or back braces usually are ineffective 
in correcting or even holding a scoli- 
osis, particularly if they depend on 
pressure against the rib cage for the 
force of correction. 

A type of traction brace is de- 
scribed to be used as a means of 
holding and perhaps augmenting the 
gains made by intelligent physical 
therapy. 
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Recent Advances in the Treat- 
ment of Rheumatoid Arthritis 


Geoffrey Loxton, M.B., M.R.C.P. In 
THE OVERSEAS PosTGRADUATE MED- 
ICAL JOURNAL, 5:17:30, October 
1950. 


Since the announcement by Hench 
and his collaborators at the Mayo 
Clinic that cortisone (17-hydroxy-11- 
dehydrocortico-sterone, Compound E) 
and ACTH (pituitary adenocortico- 
trophic hormone) can produce dra- 
matic improvement in patients suffer- 
ing from rheumatoid arthritis, the 
medical and lay press have shown a 
burst of interest in the treatment of 
this tragic and ancient disease. 

In this article an attempt has been 
made to discuss the significance of 
the new forms of treatment which 
have been introduced during the last 
twelve months. None of them yet 
fulfills the criteria of a cure or of 
an established therapy. There is, 
nunetheless, great hope that from 
this tremendous volume of work and 
interest our knowledge of the funda- 
mental pathology of the disease may 
increase and a therapy emerge. For 
the present, however, these methods 
do not replace the older treatments 
of rest, physical therapy, and the 
help of the orthopedic surgeon. 


The Assessment of Results in the 
Conservative Treatment of Cere- 
bral Palsy 


J. H. Crosland. In ARCHIVES OF 
Disease IN CHILDHOOD, 26:125:92, 
February 1951. 


In order to assess the progress 
made by a child undergoing treat- 
ment for physical defects associated 
with cerebral palsy, it is necessary 
to adopt a scheme which is simple, 
easy to work, capable of alteration, 
and, above all, free from ambiguity. 

A very detailed chart of skill tests 
is given which is very similar to 
those designed by Phelps. The charts 
are expressed entirely in terms of 
physical functions and these func- 
tions are of the simplest form, but 
are, at the same time, fundamental 
for complete physical ability. The 
scheme presented is divided into two 
sections: physical therapy charts and 
occupational therapy charts. The 
physical therapy charts show the 
functional ability of the lower limbs 
and trunk muscles rather than that 
of the upper limbs, though, for a 
few, upper limb movement also is 
necessary. If necessary, graphs of 
the progress made in selected func- 
tions can be drawn, and are particu- 
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larly useful in stimulating a child's 
interest in his achievement. The 
physical therapy skili tests include 
rolling, crawling, sitting, reciproca- 
tion, balance, and walking (with 
and without callipers recorded 
separately). 

Results of treatment at St. Mar- 
garet’s School, Croyden, are shown 
in table form. With these tests, it 
is easier to make a large numerical 
advance from an initial low score 
than from a high one. 

In these cases greater improvement 
was observed with prolonged than 
with brief treatment. Improvement 
was not less in children with rela- 
tively low intelligence quotients than 
in the more intelligent, and spastic 
tetraplegia was as suitable for treat- 
ment as athetoid tetraplegia. 


of “Acceptance” in 
Physical Rehabilitation 
Morris Grayson, M.D. In JourNAL 
OF THE AMERICAN MEDICAL Asso- 
CIATION, 145:12:893, March 24, 
1951. 


The purpose of this paper is to 
emphasize and elucidate the psycho- 
dynamic aspects of the concept of 
acceptance as it is applied to physi- 
cal rehabilitation. Acceptance as it is 
commonly seen appears to be only 
a symptom but is in reality part of 
a greater complex that is within the 
realm of the total personality of the 
individual. The psychodynamic sig- 
nificance of acceptance is unfortu- 
nately too often abbreviated. Expres- 
sions such as “willingness to be re- 
habilitated"” or “cooperativeness,” 
while expressing in part the symp- 
tomatology of acceptance, do not 
give the real picture or cast any light 
on the psychological problem that 
any disabled person faces. 

The psychodynamics of acceptance 
involve two processes: (a) psycho- 
biologic incorporation (the body 
image) and (b) social integration 
(the reality principle). All workers 
in rehabilitation are familiar with 
the many social obstacles that a dis- 
abled person has to hurdle in order 
to effect rehabilitation. 

Acceptance and rehabilitation can 
take place without a physician's aid, 
but in many cases a center of reha- 
bilitation is necessary. 

A psychiatric team functions di- 
rectly by psychotherapy to the patient 
and indirectly by education of other 
workers in the rehabilitation team to 
the individual psychological needs 
of the patient. 


Vol. 31, No. 7 


The Use and Abuse of Physical 
Medicine in the Treatment of 
Peripheral Vascular Diseases 


Andrew G. Prandoni, M.D., Wash- 
ington, D. C. In ARCHIVES oF Puys- 
ICAL MEDICINE, 32:2:100, February 
1951. 


Treatment of peripheral vascular 
disease is aimed at (1) preventing 
tissue death by correcting the dis- 
between the throttled 
lood supply and the demands of 
tissue metabolism, (2) conserving 
function in tissues not already irre- 
trievably damaged, and (3) rehabili- 
tating the patient. It is obvious from 
a consideration of these aims that 
physical measures constitute a major 
portion of the basic framework of 
medical management. 

If in judging a method of treat- 
ment one is guided by objective evi- 
dence of its efficacy, by its sim- 
plicity, by the permanence of re- 
sponse, and by its cost to the patient, 
one is less likely to adopt undesir- 
able forms of therapy. 

Treatment of vascular disease has 
become increasingly efficacious be- 
cause of the cooperation between 
internist, surgeon, and physiatrist. 
Diseases are recognized earlier and 
treatment begun before irreversible 
damage leads to the loss of an ex- 
tremity. The fundamental framework 
of treatment rests on a sound physio- 
logical basis. It is this rather than 
any specific method that has im- 
proved the prognosis for the pa- 
tient with vascular disease. 


Multiple Sclerosis—Its Diagnosis 
and Treatment 


A. B. Baker, M.D. In THe Wiscon- 
SIN MEDICAL JOURNAL, 50:3:245, 
March 1951. 


Multiple sclerosis is a fairly com- 
mon chronic disease of the nervous 
system of undetermined etiology. It 
is a disease of the younger age 
group, over 75 percent of the pa- 
tients being between the ages of 20 
and 40 years. 

Because of the variable nature of 
this disease, it is extremely difficult 
to describe the clinical features of 
this illness, since two cases rarely 
are similar. 

In spite of the fact that there is, 
at present, no specific treatment for 
multiple sclerosis, the physician ac- 
tually finds himself in no different 
position than he does in many other 
medical diseases. 

Physical therapy is of utmost im- 
portance in the treatment of multiple 
sclerosis. It is not aimed at altering 
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the pathology or the course of the 
illness but merely at directing the 
patient as to how to handle himself 
in spite of his disabilities and to use 
his residual capacities to the fullest 
extent. 

Immobilization should be avoided 
in this disease. The patient should 
be encouraged to be active in spite 
of his limitations. Inactivity on the 
part of such a patient will greatly 
increase his limitations and will 
hasten complications, such as pneu- 
monia, sores, contractures, and 
so forth. On the other hand, the 
activity of the patient never should 
proceed to a point of physical ex- 
haustion. These patients must 
guided to maintain their activities 
within their capabilities. 

Specific physical therapy proce- 
dures can be aimed at strengthening 
the remaining musculature, training 
other intact muscles to perform sub- 
stitute movements for involved mus- 
culature, and the application of such 
devices as braces, crutches, and so 
forth, to help compensate for the 
various disabilities. 

Although there is no specific treat- 
ment for this disease, the patient 
should be treated symptomatically 
and should be taught to adjust to 
his disabilities. 

Stress situations should be avoided 
in multiple sclerosis, since they tend 
to aggravate the course of the illness. 


Strength of Healing in Tendons 
of Denervated Muscles 


Benjamin F. Lounsbury, M.D. In 
QUARTERLY BULLETIN OF NoRTH- 
WESTERN UNIVERSITY MEDICAL 
SCHOOL, 25:1:47, Spring 1951. 

Lacerations of tendons occur rela- 
tively frequently among the injuries 
sustained by men who work with 
their hands. Such wounds, often 
seemingly trivial, usually not spec- 
tacular, may rob a man of his 
means of livelihood. It is no wonder 
then that the processes by which 
wounded tendons may be restored 
to normal function should have been 
studied extensively. One of the most 
important investigations of tendon 
healing within recent years was car- 
ried out by Mason and Allen. They 
produced experimental evidence to 
show that the tensile strength of 
healing tendons is greatly enhanced 
by permitting some function of those 
tendons in the later stages of their 
healing. 

The experiments performed in this 
investigative study have demonstrated 
the effect of tonus on the ten- 
sile strength of healing tendons. 
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They also have demonstrated the 
changes which occur in a muscle 
following the division of its nerve 
supply and have shown the nature 
of the reparative process in the ten- 
don of such muscle. From these 
demonstrations, the following con- 
clusions have been drawn: 

(1) If the tonic contractions of a 
muscle be abolished by denervation 
of the muscle, healing of its tendon 
following primary suture is appre- 
ciably weakened. 

(2) The tensile strength of the 
“denervated” healing tendon may be 
restored to that of the healing tendon 
of a normal muscle by restoring the 
pull of tonic contractions on its 
proximal stump. 

(3) Passive movement of a heal- 
ing “denervated” tendon greatly in- 
creases its strength. 


Effect of Immobilization in Var- 
ious Positions upon the Weight 
and Strength of Skeletal Muscle 


T. B. Summers, M.D., and H. M. 
Hines, Pk.D., Iowa City. In Ar- 
CHIVES OF PHYSICAL MEDICINE, 32: 
3:142, March 1951. 


Evidence from numerous sources 
indicates that prolonged immobili- 
zation of a limb leads to atrophy in 
the affected muscles. The effects of 
the immobilization in different posi- 
tions of fixation upon the muscle 
mass and functional states are less 
well understood. 

This study was made on the effects 
of immobilization in various posi- 
tions upon the weight and strength 
of the gastrocnemius and soleus mus- 
cles in a total of 59 adult cats. The 
muscles were immobilized in neutral, 
shortened, and stretched positions 
for 14, 28, and 42 days. 

Immobilization in all three posi- 
tions caused atrophy and loss of 
strength in the gastrocnemius and 
soleus muscles. The muscle weak- 
ness was due in part to atrophy and 
in part to damage to the tension- 
developine mechanisms. 

The extent of atrophy was greatest 
in muscles immobilized in the short- 
ened position and was least in the 
stretched or extended position. The 
stretched soleii showed hypertrophy 
at 14 days of immobilization. and 
atrophy was not presented until after 
28 days. Immobilization in the neu- 
tral or resting position proved to 
be the least deleterious to muscle. 
In this position no one muscle group 
is conserved at the expense of 
another. 


301 


Cardiovascular Manifestations in 
Acute Poliomyelitis 


Louis Weinstein, M.D., and Alexis 
Shelokov, M.D. In THE New ENG- 
LAND JOURNAL OF MEDICINE, 244: 
8:281, February 22, 1951. 


Abnormalities of the electrocardio- 
gram occur frequently in the acute 
phase of poliomyelitis. Their appear- 
ance is associated with the severity 
of the infection, and not with the 
age of the patient. 

Hypertension is relatively common 
in acute poliomyelitis. Its develop- 
ment in most cases is probably re- 
lated to hypoxia; return to the 
normotensive state can be produced 
by maintaining adequate ventilation. 

Acute pulmonary edema is com- 
mon in fatal cases of the bulbar 
forms of poliomyelitis. Careful 
management of fluid intake in pa- 
tients with bulbar disease is neces- 
sary; intravenous hydration is prob- 
ably best avoided. 

Myocarditis occurs in poliomyeli- 
tis. The mild form is probably 
hypoxic in origin, whereas the se- 
vere form may be due to invasion 
of the heart by the virus. 

Sterile verrucous endocarditis may 
occur in poliomyelitis. 

The problem of the cardiovascular 
disturbances in poliomyelitis needs 
further study. Of particular interest 
is the eventual fate of patients with 
cardiac abnormalities who survive 
an attack of this disease. 


Rehabilitation of Poliomyelitis 
Patients 


George G. Deaver, M.D., New York 
City. In PostGRADUATE MEDICINE, 
9:2:155, February 1951. 


The physician must assume the 
responsibility for the patient until 
he attaifs the maximum functional 
capacity to meet the demands of 
daily living and working. To attain 
this objective may require years of 
supervised treatment, in all stages 
of the disease. 

The Acute Stage: After admission 
to the hospital, the usual method of 
treatment for a patient with polio- 
myelitis is as follows: (1) Main- 
tenance of proper fluid and food 
intake and elimination of body 
wastes. (2) Proper lying position 
in bed. Prevention of prolonged back 
lying. (3) Relief from pain and 
tenderness. Drugs are not effective 
and often dangerous. Moist heat in 
the form of hot packs tends to relax 
tense muscles and relieve pain. (4) 
Passive stretching is started as early 
as possible. The parts of the body 
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should be moved gently, stopping be- 
fore the patient has pain and before 
there is muscle spasm. 

The Convalescent Stage: When 
pain and tenderness are no longer 
present, the second step in the treat- 
ment program is to (1) evaluate the 
return of muscle strength, (2) start 
muscle reeducation to the weak mus- 
cles, and (3) prevent deformities. 

The Chronic Stage: After a period 
of approximately two years, we can 
expect no further return of muscle 
strength. If the patient has received 
adequate medical and physical treat- 
ment there are not likely to be any 
deformities. The treatment at this 
stage is to teach the patient, by 
means of braces, crutches, gadgets, 
and the remaining muscle strength, 
to perform as many as possible of 
the activities necessary for daily liv- 
ing and working. 


Neurosympathetic Disturbances 
in Poliomyelitis: Trophic Dis- 
turbances 
H. Zellweger and H. Morf. In Het- 
veTicA PagpiaTRicA AcTA, Basel, 
5:401, November 1950. Abstracted 
in JOURNAL OF THE AMERICAN MED- 
ICAL ASSOCIATION, 145:9:681, March 
3, 1951. 

Trophic disturbances in the late 
stage of poliomyelitis may involve 
the skin, muscles, and bones. The 
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skin may be cold and damp and 
show a reddish-blue discoloration as- 
sociated with thinness, glossiness, 
and desquamation. The musculature 
atrophies, as revealed by a decrease 
in circumference. This atrophy is a 
result, not only of the trophic dis- 
turbances, but also of inactivity. 
Trophic disturbances in the bones 
are manifested by osteoporosis, which 
is severer than that resulting from 
inactivity. Whereas impairment of 
motor function often is improved or 
remains stationary after the acute 
inflammatory stage of poliomyelitis, 
the trophic disturbances have a tend- 
ency to increase with time, and 
trophic ulcers may result. The trophic 
disturbances are attributable to 
changes in the vasomotor nervous 
system. Capillaroscopy, skin tempera- 
ture readings, and oscillometric meas- 
urements provide objective evidence 
of these trophic disturbances. Dur- 
ing the initial phase skin tempera- 
ture and oscillometric response are 
increased on the affected side, but 
during the paretic stage both these 
measurements are decreased in com- 
parison with the unaffected side. 
Treatment aimed at overcoming these 
vasomotor changes should become 
an essential part of poliomyelitis 
therapy. The authors describe the re- 
sults obtained with physical therapy 
and sympathectomy. 
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Rehabilitation in Urological 
Surgery 

Frank O'Gorman, M.B., Ch.B., M_R. 
C.P., F.R.C.S. In British JOURNAL 
or PuHysicAL MEDICINE, 14:2:37, 
February 1951. 

Following urological operations, 
respiratory exercises are carried out, 
beginning in many cases on the same 
day. Active bed exercises are prac- 
ticed from the first postoperative 
day under the supervision of the 
physical therapist. Gentle massage 
and stroking movements assist the 
circulation, particularly in elderly pa- 
tients, but must never replace active 
movements. Early ambulation is of 
vital importance where permitted by 
the general condition and nature of 
the operation, especially in the aged. 
It is now proved that the greatest 
rophylactic against pulmonary em- 

ylus is early active movement and 
ambulation. 

It must be realized that surgical 
operation constitutes only one item 
in the rehabilitation program. To- 
gether with physical medicine and 
its application in therapy, with oc- 
cupational therapy, psychosocial ad- 
justment, and vocational retraining, 
it plays its part in the combined 
effort to restore each patient to 
the fullest possible life compatible 
with his ailment and disability. In 
no branch of medicine or surgery 
can rehabilitation achieve more con- 
spicuous success than in urology. 


purpose of doing discharge muscle examinations 
and giving home instructions to parents regarding 


exercise and activity. 


The writer's responsibility for the program in- 


Polio in Pittsburgh 


(continued from page 275) 


Originally the plan was set up for the month of 
October, but, since 57 more cases were admitted 


during the month, it was decided to continue the 


cluded finding a substitute in the event that anyone — Pecember 15. 


could not report as scheduled, and conferring with 
the chief physical therapist of the hospital twice 
weekly by telephone and in person on Sunday. 
Through this method of coordination, the mechan- 
ics of the plan ran as smoothly as any emergency 


measure could. 


The hospital provided dinner for the evening 
workers, which proved to be a great time-saver, 
since all were on regular duty at their respective 
hospitals until 4:30 or 5:00 P.M., 
ten to twenty miles to reach the Municipal Hos- 
pital. The cooperation of all hospital personnel 
was commendable, the morale of the patients high, 
and the work of the volunteers praiseworthy. 


program through November, and, finally, up to 


The volunteer group was naturally most gratified 
at the success of its program. We were also not a 
little surprised that, on the first such attempt, our 
purpose was accomplished with a minimum energy 
investment in organizational detail, and with so 
equal a sharing of responsibility. Looking to the 
future, we should like to consider the place of 
nonprofessional people who have indicated their 


and all traveled desire to help. The essential structure of the pro- 


its efficiency. 


gram would remain as outlined here, because the 
members of our emergency unit believe the sim- 
plicity of the plan to have been a prime factor in 
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Kathryn L. Kelley, Director of Physical Therapy, 
D. T. Watson School of Physiatrics, Leetsdale, Pennsyl- 
vania. Miss Kelley received a bachelor of science degree 
from the College of New Rochelle and had her physical 
therapy training at D. T. Watson. She is a member of 
the American. Physical Therapy Association and the 
American Registry of Physical Therapists. 


Roxie Morris, Assistant Professor, University of 
Southern California Physical Therapy Department. Mrs. 
Morris received a B.A. from Iowa State Teachers Col- 
lege and an M.A. from the University of Southern Cali- 
fornia. She had her physical therapy training at Chil- 
dren's Hospital School of Physical Therapy, Los Angeles. 
Mrs. Morris has been an instructor of physical educa- 
tion and was a staff physical therapist at Cedars of 
Lebanon Hospital, Los Angeles. Before assuming her 
present position she was Assistant Director of the Los 
Angeles School of Physical Therapy (Children’s Hos- 
pital). She is a member of the American Physical Ther- 
apy Association and of the American Registry of Physi- 
cal Therapists. 


Leon L. Rackow, M.D., Chief, Continued Treatment 
Service, Veterans Administration Hospital, Montrose, 
New York. Dr. Rackow was formerly with the Veterans 
Administration Hospital in Tuscaloosa, Alabama. 


William A. Spencer, M.D., Medical Director, 
Southwestern Poliomyelitis Respiratory Center. Dr. Spen- 
cer is a graduate of Georgetown University and Johns 
Hopkins Medical School. He served as an intern and 
later an assistant resident in pediatrics at Johns Hopkins 
Hospital and Sydenham Hospital. Dr. Spencer served as 
a captain in the medical corps of the U. S. Army, and 
later became an instructor in the Department of Pedi- 
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Meet Our New. Contributors 


atrics at Baylor University. He is now an Associate Pro- 
fessor, Department of Physiology, Baylor University 
College of Medicine in Houston. 


Clarice Banning Spindle, R.N., Advisory Nurse, 
Virginia State Department of Health. She received a 
bachelor of science degree from the College of William 
and Mary and is also a graduate of the Morrow School 
of Nursing. Miss Spindle has attended courses at West- 
ern Reserve University and the University of Michigan, 
in addition. She has held positions as Educational Super- 
visor, I.V.N.A., Richmond, Va.; and Nursing Director, 
Public Health Nurses Association, Charleston, W. Va. 


Zachary Taylor, Chief, Physical Therapy, Veterans 
Administration Hospital, Tuscaloosa, Ala. Mr. Taylor 
received his physical therapy training at the Lindlahr 
School of Physiotherapy in 1923. He has served as a 
staff physical therapist at veterans hospitals in North- 
port, N. Y., Bedford, Mass., and Oteen, N. C. Mr. Tay- 
lor has also been Chief, Physical Therapy, at the vet- 
erans hospital in Fort Lyon, Colo. 


Kathryn Wheeler, R.N., Physical Therapy Consult- 
ant, southwest area of Virginia. Miss Wheeler received 
her R.N. at Johnston-Willis Hospital in Richmond, Va., 
and her B.S. and her certificate in public health nursing 
from the College of William and Mary. She received her 
physical therapy training at the D. T. Watson School 
of Physiatrics. Miss Wheeler has done orthopedic public 
health nursing in Virginia; she has served as a physical 
therapist at the Medical College of Virginia Hospital; 
and she was Chief Physical Therapist at the Woodrow 
Wilson Rehabilitation Center, Va. She is a member of 
the American Physical Therapy Association, the Ameri- 
can Registry of Physical Therapists, and the American 
Nurses’ Association. 


Bock Reuiews 


The Story of My Psychoanalysis. 
By John Knight. Pp. ix-225. Price, 
$2.95. New York: McGraw-Hill, 
1950. 

The author, who writes under an 
assumed name, gives a very readable 
and personal account of his psycho- 
analysis in words of general usage. 
There are no passages of obscure 
meaning or of theoretical discussion 
which could confuse a reader who 
for the first time desires to obtain 
some idea of psychoanalysis. This 
book would be a especial value to 
those in an associated profession, or 
to a prospective patient and his 
family, if they have little or no 
knowledge of what analysis attempts 
to accomplish, of the actual proce- 
dure, or of the relationship between 
patient and analyst. A number of 
chapters are clearly autobiographical, 
and are of interest from the point 
of view of personality develop- 
ment in situations of personal stress 


within the family, particularly with 
respect to successive generations who 
have experienced the impact of dif- 
ferent social cultures. 


Reviewed by Louise R. Hewson, 
Director, Department of Psychology, 
Neurological Institute, N. Y. C. 


Atlas of Human Anatomy. By 
Barry ]. Anson, Ph.D., Professor of 
Anatomy, Northwestern University 
Medical School. Price, $11.50. 518 
pages. Philadelphia and London, W 
B. Saunders Company, 1950. 


Whether the reader is approaching 
anatomy for the first time, or doing 
a periodic review of the subject, 
this new atlas will be of value. 

The contents are arranged region- 
ally, and in serial section as they 
would be exposed by a dissector. Ac- 
tual relationships are retained in the 
realistic illustrations made directly 
from dissected specimens. A mini- 
mum of diagrammatic material is 
used. Where variations from the usu- 
al occur in sufficient frequency, they 


are shown with the percentage of oc- 
currence of each type and sub-type, 
as determined from the author's own 
examination of a stated number of 
specimens. 

Coverage of material is as detailed 
and as complete as most dissectors 
could desire. Little space is given to 
detailed anatomy of the brain, un- 
derstandably, for this is a special 
field in itself. Of particular note are 
two sections that frequently remain 
a mystery to the anatomy student 
who does not go on to further study 
in the field—the hand and the fe- 
male pelvis. 

Both student and graduate physica! 
therapist will find this a valuable 


-book, not only for the general cov- 


erage of anatomy, but also for the 
careful attention given to the mus- 
cles and their relation to vessels, 
nerves, and bone. However, it can- 
not be used as the sole text because 
there is no mention of the action 
of the muscles. 

Reviewed by NADENE Coyne, M.D., 
Intern, Philadelphia Gen’l Hosp. 
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SCHOOLS OF PHYSICAL THERAPY 


Approved by the Council on Medical Education and Hospitals of the American Medical Association 
Graduates of these schools are eligible for membership in the American Physical Therapy Association 


Name and Location of School 


CALIFORNIA 


1Childrens Hospital Society, Los Angeles 
Cin affiliation with of Cali- 
fornia, Los Angeles) 


1College of Medical Evangelists, Loma 
1Univ. of So. California, Los Angeles ........ 


'Univ. of California Medical San 


Francisco 


1Stanford Univ., Palo Alto 


COLORADO 
1Univ. of Colorado Medical Center, Den- 


ver 


ILLINOIS 
Northwestern Univ. Medical School, Chi- 


IOWA 
1Univ. of lowa, lowa City 


KANSAS 


1Univ. of Kansas School of 
Kansas City 


MASSACHUSETTS 

Bouve-Boston School of Physical Edu- 
cation, in affiliation with Tufts desman 
Medford 55 


Simmons College, Boston 


Boston Univ.-College of Physical Educa- 
tion for Women, Sargent, Cambridge 

MINNESOTA 

‘Univ. of Minnesota, Minneapolis 


'Mayo Clinic, Rochester 


MISSOURI 
'Washington Univ. School of 
St. Louis 


1St. Louis Univ. School of er St. 


Medical Director 
Entrance 


an 
Technical Director Requirements 


Ss. M.D. a3-b3-d-e 
Sarah S. Rogers .. 


F. B. Moor, M.D. a-b-c-d-e 
R. Wm. Berdan g 


Charles L. Lowman, M.D. a-b-d-e 
Charlotte W. Anderson .... g* 
Lucile M. ae | M.D. ...... 


Wm. 
Lucille Daniels . 


Harold Dinken, M.D. 
La 


Donald L. Rose, M.D. .... 
{Lilyan G. Warner and 
(Ruth Monteith 


Howard Moore, M.D. ........ 
T. Green, M.D. a3-b-d-e 
{Arthur L. Watkins, M.D. 
Shirley Cogland 

Kenneth C M.D. a-b-d-e 
Adelaide McGarrett f 


Frederic J. M.D. .. d-f-g4 
Ruby M. Green ie 


Earl C. Elkins, M.D. 


Harry Keown 


a-b-c-d-e 


Sedgwick Mead, M.D. 
Beatrice F. Schulz 


A. J. Kotkis, M.D. . f-g* 
Sr. Mary Imelda 
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Certificate, 
Degree, or 
Diploma 


Certificate 
Degree 


Certificate 
Degree 


Certificate 
Degree & Cert. 


Certificate 
Degree 


Certificate 
Degree 


Certificate 
Degree 


Degree 


Certificate 
Degree 


Certificate 
Degree 


Degree 


Certificate 
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Course Start 
14mo_ Sept A 
15mo Sept 
4 yrs Sept-Feb 
12mo Sept 
12 mo Jan-June 

12 mo Sept 

al 

4 

Olive C. Farr 

t-b-d-e 12 mo Feb-Sept Certificate 

4 yrs Degree 

12mo Sept 

2 or 4 yrs 
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pital, 
(in affiliation with 
Troy) 


‘Columbia Univ., New York 


'New York Univ., School of Education, 
New York 


NORTH CAROLINA 
'Duke Univ., School of Medicine, Durham 


OHIO 


PENNSYLVANIA 
'D. T. Watson School of Physiatrics, 
Leetsdale 


'Univ. of Pa. School of Auxiliary Med. 
Serv., Division of Physical anti 


TEXAS 
‘Hermann Hospital, Houston 


‘Univ. of Texas School of Medicine, Gal- 


VIRGINIA 


'Univ. of Wisconsin Med. School, Madison 


U. S. ARMY MEDICAL SERVICE 
(a) Medical Field Service School, Brooke 

Army Medical Center, San Antonio, 
Texas, and 


(b) Fitzsimons Army Hospital, Denver, 
Colorado 


(c) Walter Reed Army Hospital, Wash- 
ington 


Entraice Requirements 


FOR ONE-YEAR COURSE 
= Graduation from aceredited school of 


ursing. 
b= = Baccalaureate degree with major in aieninal education. 
= Two years of —- with science courses. 
4 = Three years of college with science courses. 
¢ = Baccalaureate degree with required science courses. 
FOR TWO-YEAR COURSE 
{ = Two years of college with science courses. 
FOR FOUR-YEAR COURSE 
High school gradustion. 
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George M. Piersol, M.D. .. 12 Feb 


Charles D. 


‘Male students admitted. 


712 months’ course includes training at the Medical Field 
pitals. ly directly to t General, Department of 
the Army, Washington 

*Additional college science credits required. 


*Ady d ing students d 


5 
30 
Name and Location of School Entrance Clases 
: Technical Director Requirements Course Start Diploma a 
NEW YORK ae 
PY John W. Ghormley, M.D. a-b-d-e 12mo Sept Certificate 
Russell Sage Col- Catherine Graham g* 4 yrs Degree 
 £Wm. B. Snow, M.D... a-b3-e 12mo Certificate 

Floy Pinkerton f 2 yrs Degree 
a 
C. Addoms g* 4 yrs Degree 

Lenox Baker, M.D... a3-b3-d-e 15mo Oct Certificate i 
Mildred Heap 
Jessie Wright, M.D... 12mo Oct Diploma 
Certificate 
i 
Oscar O. Selke, Jr., M.D. a-b-d-e 12mo Oct Certificate «ee 
Mary Elizabeth Kolb... 
N. Eggers, M.D... a-b-e 12mo Jan Certificate 
1Med. College of Va., Baruch Center of Walter J. Lee, M.D... a-b-d-e 12mo Sept Diploma 
Phys. Med., Richmond (in affiliation Susanne Hirt 0... gt 4 yrs Degree i, 
WISCONSIN 
Harry D. Bouman, M.D... a-b-c-e-f 12mo Sept Certificate 
Margaret Kohli g# 4 yrs Sept-Feb Cert. & Degree 
Agnes P.Snyder, 122 Cestificate J 
Major, WMSC .................... 
Harriet S. Lee, Completion of Medical Field Service School ; BA 
Major, WMSC 
Major, WMSC ...... 
Footnotes 
Please address initial correspondence to the School of Physical Therapy in the cee 
institutions listed. Tuition and fees will vary frem scheel to scheol. a 
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Classified WANT-ADS 


W ANTED— Qualified physical therapists in well-equipped 
Rehabilitation Center, General Hospital with diversified 
work of all types. Top beginning salary graded accord- 
ing to experience. Paid vacation and sick leave. Write 
immediately Robt. B. Wallace, M.D., Dir., Dept. of 
Phys. Med. and Rehab., Baton Rouge General Hospital. 


3600 Florida St., Baton Rouge, La. 


URGENTLY NEEDED—PHYSICAL THERAPIST for 
C.P. clinic in Red Bank, New Jersey. C.P. training de- 
sirable but not essential. Pleasant working conditions, 
good salary. Write, stating qualifications, to Cerebral 
Palsy Division, Crippled Children Commission, Dept. 
of Health, Trenton 8, N. J. 


WANTED: Qualified physical therapist. Work in grow- 
ing rehabilitation center. Attractive hours and salary 
open. State qualifications and salary; write Roy E. Patton, 
Executive Director, Crossroads Rehabilitation Center, 
3001 North New Jersey, Indianapolis, Ind. 


PHYSICAL THERAPIST, registered or APTA member 
only, wanted for rehabilitation institute in Washington, 
D. C. Treatment by muscle re-education of paralysis 
resulting from neuromuscular diseases or injuries. All 
therapy given under close supervision of physicians. 
Excellent beginning salary with regular increases. Paid 
vacations; sick leave; free hospitalization insurance. Give 
age, references, picture, and date of availability. Address 
replies to Box 36, care of the Physical Therapy Review, 
1790 Broadway, New York 19, N. Y. 


WANTED: Qualified physical therapist to work in a 
fully-equipped department in a general hospital. Con- 
tact Ella Mosimann, Physical Therapy Department, Sher- 
man Hospital, Elgin, Illinois. 


WANTED: Qualified physical therapist for cerebral 
palsy school and training center under medical direction 
of Dr. W. M. Phelps. 5-day week, 2 weeks paid vaca- 
tion quarterly. On salary during training period. Con- 
tact: Lois Phenicie, Children’s Rehabilitation Institute, 
Cockeysville, Maryland. 


PHYSICAL THERAPIST to work with pre-school cere- 
bral palsied children in out-patient and nursery school 
center. Instruction to parents for home training program. 
Good salary. Position presently available. Please contact 
H. Harold Hymans, Executive Director, 2917 Grand 
Avenue, Des Moines. 


WANTED: Qualified physical therapist (female) for 
expanding clinic—6 orthopedic surgeons, 2 physical 
therapists. Good working conditions. For details, ad- 
dress Maria M. Kennedy, Physical Therapy Department, 
Miller Orthopedic Clinic, 121 West 7th St., Charlotte, 
N. C. 


QUALIFIED PHYSICAL THERAPIST for staff position 
in orthopedic hospital in Memphis, Tennessee. Address 
replies to Box 86, care of the re Therapy Review, 
1790 Broadway, New York 19, N. Y. 


WANTED: By August 15, 1951, a qualified physical 
therapist to head department in teaching hospital. Con- 
tact C. A. Robb, Superintendent, Roper Hospital, Charles- 
ton, S. C 


RATES 


The rate per insertion is 75c per line. T. write 
your advertisement carefully and count char- 
acters and spaces per line. 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association. 


Institutions or physical therapists who do not 
wish their known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 

The Physical Thera 1790 Breed 
way, New York 19, 

It is uested that descriptive adjectives be used 

instead of actual figures when referring to salary. 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication; the ad- 
vertiser agreeing that the Editorial Commitee shall 
be the sole and exclusive judge of the acceptance 
of any advertisement. 


DEAD LINE 


Copy for want-ads must be submitted to the 
American Physical Therapy Association by the Ist 
of the month PRECEDING MONTH OF ISSUE. 
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Chapter Directory 


Alabama 
President, George Beni Arnold, 121 S. Ann St., 
Mobile 20 
Secretary, Ethel Mae Norton, 726 S. 34 St., Birm- 
ingham 
Arizona 
President, Mrs. A. Muriel W. Weber, 2404 E. 
Piccadilly Rd., Phoenix 
Secretary, Mrs. June E. Walker, 1838 N. 37 PI. 
N.E., Phoenix 
Arkansas 
President, Geraldine Larson, 2112 Riverview, Lit- 
tle Rock 
Secretary, Ewing Guthrie, 314 N. Spruce, Little 
Rock 
California 
Northern California: 
President, Maxine Schuldt, 1680 Mission St., San 
Francisco 
Secretary, Margaret Bertolli, 1257 10 Ave., San 
Francisco 22 
Santa Barbara: 
President, Mrs. Rhoda Roberts, 111 James Si., 
Oxnard 
Secretary, Mary Isham, 1734 State St. Santa 
Barbara 
Southern California: 
President, Mrs. Roxie Morris, 9616 San Gabriel 
St., South Gate 
Secretary, Mrs. Mary Dodge, 11225 Ivy Pl., Los 
Angeles 34 
Carolina 
President, Marguerite Watkins, P.T. Dept., Co- 
lunbia Hosp. of Richland Co., Columbia 59, 
| 


Secretary, Mrs. Sally Lowe, Rex Hosp., Raleigh, 


Colorado 
President, Esther Gillette, 1422 Grant Bldg., Den- 
ver 3 
Secretary, Georgianna Harmon, 581 Williams St., 
Denver 
Connecticut 
President, Herbert Jones, Hosp. for Chronic IIl- 
ness, Rocky Hill 
Secretary, Victoria Preitner, Hosp. for Chronic 
Illness, Rocky Hill 
Delaware 
President, Jean Wiley, 42 Hurst Rd., Deerhurst, 
Wilmington 
Secretary, Mary L. McCarthy, 101 Rodney Rd., 


Dover 
District of Columbia 
President, Dorothy E. Voss, 107 Thor Dr., Rte. 1, 
Falls Church, Va. 
Secretary, Dorothy Barnhart, 918 18 St., N.W., 
Washington 
Florida 


President, Mrs. Audrey C. Lester, 300 Royal Palm 
Way, Palm Beach 

Secretary, Mrs. John Hedrick, 2986 S.W. First 
St., Miami 35 


Georgia 
President, Mrs. Hazel Stephens, Warm Springs 
Found., Warm Springs 
Secretary, Genevieve Collins, Warm Springs 
Found., Warm Springs 


Idaho 
President, Marjorie Priest, 5 Peasley, Boise 
Secretary, appointment pending 
Illinois 
President, Jean Roland, 2301 W. Farwell Ave., 
Chicago 
Secretary, Beatrice Bozarth, 4206 N. Winchester 
Ave., Chicago 18 


Indiana 

President, Mrs. Patience Stom, 4625 Sunset Ave., 
Indianapolis 

Secretary, Nelda Johnson, 3001 N. New Jersey St., 
Crossroads Rehab. Center, Indianapolis 

Northern Indiana: 

President, J. Nelson Mosher, 918 Bellevue Ave., 
South Bend 

Secretary, Adeline Emmerling, South Bend Clinic, 
120 N. Lafayette Blvd., South Bend 


lowa 
President, Charlotte Vasey, 210 E. Davenport St., 
Iowa City 
Secretary, Barbara Lee, Westlawn, Box 191, lowa 
City 
Ka 


nsas 
President, Minerva W. Cheshire, 426 S. Green, 
Wichita 7 
Secretary, Mrs. Fern Parker, 1002 N. Ridgewood, 


Wichita 
Kentucky 
President, Eloise Draper, 2511 Concord Dr., 
Louisville 13 
Secretary, Mrs. Caroline Randolph, 146 Fenley 
Ave., Louisville 


Louisiana 

President, Helen H. Chatelain, 6436 Catina St., 
New Orleans 

Secretary, Audrey Ullman, Foundation Hosp., 
Jefferson Highway, New Orleans 20 

Maine 

President, Lois M. Burns, Hyde Mem’! Home, 
Bath 

Secretary, Rowena Walden, Me. Gen'l Hosp., 
Portland 

Maryland 

President, Dorothy Boynton, 219 Murdock Rd., 
Baltimore 12 

Secretary, Lois Phenicie, 3319 Westerwold Ave., 
Baltimore 18 

Massachusetts 

President, Virginia Greenwood, 23 Oxford Rd., 
Newton Center 

Secretary, Ruth Langley, 331 N. Main St., Ran- 
dolph 


Michigan 
President, Mabel Holton, W. A. Foote Mem'l 
Hosp., Jackson 
Secretary, Marjory W. Ketchum, 917 Leahy St., 
Muskegon Hgts. 
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Minnesota 

President, Hazelle M. Erickson, 3416 Fifth Ave. 
S., Minneapolis 

Secretary, Annette Larson, 177 Leavenworth St., 
St. Paul 11 

Southern Minnesota: 

President, Esther Swartz, 15 12 Ave, N.W., 
Rochester 

Secretary, Frances Abendroth, 802 4 St., S.W., 
Rochester 

Missouri 

Eastern Missourt: 

President, Lorraine Lake, 5534 Cates Ave., St. 
Louis 12, Mo. 

Secretary, Mrs. Ruth Benz, 2919 Forrest Dr., 
Alton, Hl. 

Western Missouri: 

President, Thelma R. Wempe, 110 E. 40, Kansas 
City, Mo 

Secretary, Irene Deschner, R. J. De Lano School, 
3708 Linwood Blvd., Kansas City, Mo. 

Montana 


President to be appointed. 
Secretary, Dora Dykins, 214 Hawthorne Ave., 


Lewistown 
Nebraska 
President, Mrs. Mary Lindball, 3604 Grant St., 
Omaha 
Secretary, Mrs. Betty Soder, 611 N. 42 St., Omaha 
New Hampshire 
President, Louise B. Hills, Hollis 
Secretary, Mary Bullock, Route 4, Concord 
New Jersey 
President, Marie Heghinian, 307 Fairmount Ave., 
Jersey City 6 
Secretary, Jean Smith, 294 Montgomery St., 


Bloomheld 
New Mexico 
President, Mrs. Fern G. Livingston, Los Alamos 
Hosp., Los Alamos 
Secretary, Hilda Voetberg, 58 S. Federal Pl. 


Santa Fe 
New York 

Central New York: 

President, Donald McCuen, 101 Downing Rd., 
DeWitt 

Secretary-Treasurer, Thelma Gwilt, 106 E. Beard 
Ave., Syracuse 

Eastern New York: 

President, Elizabeth Ammerman, 1168 Glenwood 
Bivd., Schenectady 8 

Secretary, Betty Nichols, 30 Front St., Schenectady 

New York Chapter: 

a Elizabeth Addoms, 1 Clark St., Brook- 
yn 2 

Stacy Psychoyos, 616 E. 26 St., Brook- 
yn 10 

Western New York: 


President, Verona Blair, 34 Milton St., Williams- 
ville 21 


Secretary, Martha Morrow, P.T. Dept., Strong 
Mem‘! Hosp., Rochester 
Ohio 


President, Sarah Martz, V.A., Cuyahoga Bldg., 
Cleveland 14 


Secretary, Lucy Jones, Crile V.A. Hospital, Cleve- 


land 
Oklahoma 


President, Mary E. Rexroad, 1423 N.W. 28, 
Okla. City 


Secretary, Stella Spaulding, 6500 E. 11 St., Tulsa 
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Oregon 
President, Mercedes Weiss, 2134 S.E. 57 Ave., 
Portland 
Secretary, Elizabeth Fellows, 1530 S.W. Mill St., 
Portland 


Pennsylvania 

President, Bessie D. Johnson, 2 E. Mercer Ave., 
Havertown 

Secretary, Helen F. Snelbaker, 1311 Finance Bldg., 
Philadelphia 2 

Western Pennsylvania: 

President, R. Lewis Brown, 37 Florence Pl., Pitts- 
burgh 28 

Secretary, Martha Wratney, 1317 Iten St., Pitts- 


burgh 12 
Puerto Rico 
President, Priscilla Jusino, 204 Rossi St., Reparto 
Baldrich, Hato Rey 
Secretary, Alice Torres-Bulls, Box 1927, San Juan 
Rhode Island 
President, Helen Babcock, 12 Portland St., Provi- 
dence 
Secretary, Frances Roots, 81 Brown St., Provi- 


dence 6 
South Dakota 
President, Carol Spensley, c/o P.T. Dept., Royal 
C. Johnson Mem’! Hosp., Sioux Falls 
Secretary, Katharine J. Gale, 222 N. Grange, 
Sioux Falls 


Tennessee 

President, Deborah Kinsman, 3608 Brighton Rd., 
Nashville 

Secretary, Mrs. Helen T. Nail, State Health Dept., 
420 6 Ave. N., Nashville 

Territory of Hawaii 

President, Paula Sorg, Board of Health, Bureau of 
Crippled Children, Honolulu 1 

Secretary, Dorothy Nagano, 103 Ala Kimo Dr., 
Honolulu 17 


Texas 
President, Martha Schmalenbeck, Gonzales Warm 
Springs Foundation, Gonzales 
Secretary, Gladys Pauline Swayze, 827 Rutland, 
Houston 7 


Utah 
President, Helen Blood, 2876 Jackson Ave., Ogden 
Secretary, Mrs. Elizabeth K. Mooney, 259 S. Third 
St. E., Salt Lake City 
Vermont 
President, Margaret Corbin, Mary Fletcher Hosp., 
Burlington 
Secretary, Veronica Cullinan, 159 S. Union St., 
Burlington 
Virgi 


nia 
President, Susanne Hirt, P.T. School, Med. Col- 
lege of Va., Richmond 
Secretary, Sarah Jean Smith, 3107 Stonewall Ave., 
Richmond 
Washi 


ington 

President, Carolyn Bowen, 8623 41 St. S.W., 
Seattle 6 

Secretary, Alice Goodman, 5223 41 Ave., S.W., 
Seattle 6 

West Virginia 

President, Mrs. Marguerite C. Rukse, Box 85, Am- 
herstdale 

Secretary, Mrs. Georgia Traub, Morris Memorial 
Hospital, Milton 

Wisconsin 

President, Norma M. Grundemann, 3617 N. 13 
St., Milwaukee 6 

Secretary, Alice Butler, 1013 E. Knopp St., Mil- 
waukee 2 
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Training its own! 


To ease the shortage of qualified dietitians, 
physical therapists, and occupational therapists, 
the Army each year trains young women 

with the required collegiate preparation and 
aptitudes in these special fields. 


As second lieutenants in the Women’s 
Medical Specialist Corps, these women 
will serve at the completion of training as 
members of the military medical team, 
providing vitally needed care to 

patients recovering in Army hospitals 
from injury or illness. 


College women under 26 years of age, / <. 
with appropriate prerequisites, may apply | 4 


for one of three training programs: 
For Foods and Nutrition or Institution Management majors, a 12-month 
course, offered each year at Brooke Army Hospital, Fort Sam Houston, 
Texas, and approved by the American Dietetic Association. 
Women 


Dietetic Internship 


Physical Therapy Training Course 
For Physical Education or Biological Sciences majors, two 12-month 
Medical courses conducted annually; approved by the Council on Medical Educa- 


tion and Hospitals of the American Medical Association. 


Specialist Occupational Therapy Clinical Affiliation 


For candidates who are students in approved schools of occupational 
therapy and who have the required credit hours, a 9-month program 
conducted in selected Army Hospitals and approved by the Council on 
Medical Education and Hospitals of the American Medical Association. 


For complete details on eligibility, pay during instruction, and other benefits, 
write: The Surgeon General, United States Army, Washington, D. C. 


U.S. ARMY MEDICAL SERVICE 
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CHEST: LUN 
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Nothing unusual about his history — he’s in for a “routine physical.” 
Heart sounds are normal, chest clear, normal blood and urine find- 
ings. But he can't be given a clean bill of health without an 
electrocardiogram: 


“Electrocardiograms should become part of the routine 
physical examination of all patients over 40 years of age.” 
—Winsor, T.: Electrocardiography 


for the General Practitioner, 
GP 3:59-69 (Mar.) 1951. 


Make every “routine physical” complete with the — 


7 EK-2 DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


— for an immediate and accurate record. S 
Write for literature. — 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
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